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THE PRESENT STATUS OF ABDOMINAL SURGERY. 


The frequency with which grave complications fol- 
lowed even the most trivial operations before the 
introduction of the modern treatment of wounds, un- 
doubtedly induced the great Hunter to remark: 
“The necessity for operation is in truth the defect of 
surgery.” ‘To-day, with an improved technique and 
the means at our disposal which, if properly applied, 
will furnish almost absolute protection against wound 
infective diseases, the surgeon can, with a just source 
of pride and gratification, confirm the correctness of 
the assertion made centuries ago by Celsus, “gue 
manu potissimum curat.” 

No one who is familiar with the medical literature 
of the last two decades can arrive at any other con- 
clusion than that the legitimate sphere of the physi- 
cian has been gradually growing smaller, or, if this 
statement be objected to, that the practice of medi- 
cine has become more and more surgical. In accord- 
ance with the spirit of the times, uncertainty and 
doubt in the diagnosis and treatment of disease must 
give way to positive knowledge and actual demon- 
stration. Surgery has gained the supremacy over 
medicine because the principles upon which modern 
surgery rests have been made the subject of accurate 
investigation and positive demonstration in the chem- 
ical, physiological and pathological laboratories. 

The science of surgery is rapidly assuming a de- 
gree of accuracy approaching in perfection any of 
the exact sciences. During the last few years sur- 
gery has assumed a decidedly progressive and ag- 
gressive character. Operations which a few years 
ago would have been deemed impossible or unjusti- 
fiable, have become established, legitimate surgical 
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procedures. In obscure doubtful cases the scalpel 
is now frequently resorted to, without fear of causing 
additional complications, for the purpose of making 
intra vitam an anatomical diagnosis. Modern sur- 
gery has achieved its greatest triumphs in enlarging 
the field for the direct local treatment of disease, thus 
enabling the surgeon to treat with success injuries 
and lesions beyond the reach of medicinal agents. 
The surgical literature of the day bears abundant ev- 
idence that the remotest organs are now approached 
by the surgeon with comparative immunity, and that 
incalculable benefit has been derived from direct 
operative treatment. The affections of abdominal 
organs have received the well-merited attention of 
surgeons since the improved wound treatment has 
been introduced. Numerous maladies which hereto- 
fore have been considered incurable are now success- 
fully treated by the surgeon by operative measures. 
Experimental research and clinical experience have 
demonstrated that organs and parts of organs which 
were heretofore regarded as indispensable and essen- 
tial, can be successfully extirpated when they are the 
seat of.injury or disease. With a view of directing 
your attention to a few of the most brilliant achieve- 
ments of modern surgery, I have selected as the sub- 
ject of my address, ‘The Present Status of Abdom- 
inal Surgery.” A condensed brief account of the 
more recent advances made in the surgical treatment 
of injuries and diseases of the abdominal organs must 
interest equally the physician and the surgeon. 

It is not my intention to trespass upon the legiti- 
mate field occupied by the ovariotomist or the gyne- 
cologist. I shall therefore limit my remarks to a 
consideration of such injuries and lesions of the 
abdominal organs as they present themselves to the 
physician and general surgeon. It will be my special 
aim to point out the limitation of abdominal opera- 
tions, and to draw a distinct line between the feasi- 
bility and justifiability of such operations. 
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I. Lenetrating Wounds of the Abdomen.—During 
the last year the literature on this subject has been 
enriched by two valuable papers by Drs. Dennis and 
Bryant, of New York. These contributions, made 
in such rapid succession, may be considered as suf- 
ficient evidence of the deep interest which has been 
awakened among American surgeons on this practi- 
cal and important subject. 

Dennis has well said, “It is a source of National 
pride that laparotomy in penetrating wounds and vis- 
ceral injuries of the abdomen was conceived, devel- 
oped and perfected in America.” | 

The propriety of resorting to abdominal section in 
every case of penetrating wound of the abdomen is 
urged by many, but it cannot be said that this prac- 
tice is sanctioned by the majority of the profession 
at the present time. The great difficulty that pre- 
sents itself to the surgeon in the absence of positive 
symptoms, is to differentiate between a penetrating 
and a visceral wound. Clinical experience and sta- 
tistics have demonstrated the importance of making 
a distinction between punctured wounds and gunshot 
wounds of the abdomen both in reference to diagnosis 
and treatment. It is well known that penetrating stab 
wounds are less likely to be complicated by visceral 
injury than bullet wounds, consequently this class of 
- Injuries offers a more favorable prognosis and does 
not call so uniformly for treatment by abdominal 
section. As in stab wounds, there is a greater ten- 
dency to prolapse of the intestine, exploratory lapar- 
otomy for diagnostic purposes is also less frequently 
called for. The numberless recoveries after stab 
wounds of the abdomen, without resorting to heroic 
treatment, must induce every thoughtful surgeon to 
abstain from subjecting the patient to the additional 
risks of laparotomy, unless the symptoms are such 
that the existence of visceral injury can be assumed 
with a reasonable degree of certainty. It must, how- 
ever, be remembered in arriving at conclusions con- 
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cerning the nature of the injury, that the symptoms 
do not always correspond to the a of the vis- 
ceral lesion, hence if any doubt remains.in the mind 
of the surgeon, it is justifiable and proper, now that | 
exploratory laparotomy can be made with such com- 
parative immunity, to resort to it and give the patient 
the only chance of recovery by ascertaining the ex- 
act nature of the injury, which can be the only proper 
and safe guide to rational and sugcessful surgical 
treatment. Dr. Dennis has called special attention 
to volvulus as another complication of stab wounds 
of the abdomen, a condition whi#h, when present, 
would in itself always indicate an abdominal section 
for its relief. In doubtful cases exploratory laparot- 
omy can be done by enlarging the wound, which, 
when required, can be followed by the usual incision 
in the median line when operative treatment of the 
visceral lesion is required. 

In gunshot wounds of the abdomen the course of 
treatment to be pursued is more definitely settled by 
accumulated knowledge resulting from careful exper- 
imental research and an immense clinical material. 
These injuries are so uniformly fatal that the slightest 
suspicion of injury of the intestine calls for treatment 
by laparotomy as affording the only chance of recov- 
ery for the patient. The statement by Otis that 
gunshot injuries of the small intestines are always 
fatal if treated upon tonservative principles, is prac- 
tically well established, and is a sufficient argument 
in favor of treatment by abdominal section. In pen- 
etrating gunshot wounds it is highly probable that 
visceral injury exists, and this fact constitutes a po- 
tent argument in favor of surgical interference, which 
alone is adequate to prevent an inevitable fatal ter- 
mination. ‘The brilliant results which have been ob- 
tained by Bull, Hamilton, and others in desperate 
cases of multiple perforations of intestines, by oper- 
ative treatment, afford abundant encouragement for 
imitation of their practice. 
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It can be justly said that the surgeon who allows a 
patient tu die from the effect of a visceral injury of 
the abdomen produced by a stab wound or a bullet 
wound, without at least a proposition to resort to 
abdominal section, has failed to discharge the duties 
imposed by the teachings of modern surgery. _ Diffi- 
culties may be encountered by the medico-legal bear- 
ing of a case, but when called upon to treat an other- 
wise fatal injury, this should not deter the surgeon to 
resort to the only measure which might save a human 
life. The first indication that presents itself in the 
treatment of an open wound of the peritoneal cavity 
is to prevent infection by covering the wound with 
an antiseptic compress, until ample preparations can 
-be made for more effective treatment. Whenever 
practical, the necessary dressing or operation should 
be done with the least possible delay and at or as 
near as possible the place where the injury was in- 
flicted. Procrastination and transportation are dan- 
gerous factors in the treatment of this class of injuries, 
as both augment the gravity of the case by increasing 
the danger arising from the two most dangerous con- 
ditions—hzemorrhage and feecal extravasation. 

The preparation for an abdominal section should 
be made with the same care as in opening the ab- 
domen for the removal of an ovarian tumor. If the 
operation has to be performed we can never rely on 
an aseptic atmosphere, hence the minutest details of 
antiseptic surgery must be followed. The wound 
and especially the prolapsed viscera must be kept 
protected as much as possible against the air by avoid- 
ing unnecessary exposure. 

As a disinfectant solution corrosive sublimate should 
be preferred to carbolic acid. The temperature of 
the room should be kept at 80-go° F. Until the ab- 
dominal cavity is opened the field of operation must 
be frequently irrigated. The intestines when brought 
out of the wound should be carefully protected with 
a warm aseptic compress kept moist with a weak so- 
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lution of corrosive sublimate with a view of prevent- 
ing abstraction of heat and guarding against infection. 

The abdominal section hasforits object: 1. Posi- 
tive diagnosis. 2. Arrest of hemorrhage. 3. Res- 
toration of a breach of continuity. 4. Removal of 
extravasation. Exploration of a penetrating wound 
either with the finger or a probe is never justifiable 
as it increases the danger from extravasation and 
hemorrhage without furnishing any information of a 
diagnostic value. The direction of the wound canal 
and the anatomical location of the different viscera 
must be carefully considered before resorting to op- 
erative measures. 

When it becomes necessary to make an exploratory 
incision of sufficient size to enable the operator to 
introduce his hand it is preferable to select the median 
line, as an incision at this point inflicts less additional 
traumatism, is attended by little or no hemorrhage, 
and can be utilized at once for the necessary opera- 
tive treatment of the visceral leSions, if they exist. 
It is a source of comfort to the surgeon to know that 
the different operators experienced but little difficulty 
in detecting the seat of lesion in the bowel, and that 
usually all the perforations were found in multiple 
wounds of the intestines. It is unnecessary to urge 
upon you the importance of a careful search for ad- 
ditional injury when one perforation is found, as a 
failure to detect all of the openings in the intestine 
would frustrate the object for which the patient was 
subjected to such a grave procedure. 

Great stress has been placed upon the importance 
of carefully arresting all hemorrhage. From the 
peculiar anatomical relations of the blood-vessels in 
the abdominal cavity it has been found that even very 
small vessels. will continue to bleed unless permanent 
haemostatic measures are employed. If many bleed- 
ing points are encountered a number of hemostatic 
forceps can be applied before tying the vessels. If 
any of the large venous trunks have been injured, 
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compression of the aorta with or without periph- 
eral venous compression will facilitate the difficult 
task of securing the bleeding vessel. If the wound 
in the bowel can be approximated without producing 
too much narrowing of its lumen it should be closed 
with a Lembert’s or a Czerny-Lembert’s suture. 

If enterectomy becomes necessary the two ends of 
the bowel should always be united with a Czerny- 
Lembert’s suture, as this suture secures accurate ap- 
proximation of an extensive serous surface, and thus 
furnishes the most favorable condition for rapid union 
which affords the best possible protection against the 
danger of subsequent extravasation. If faecal extra- 
vasation has taken place it becomes necessary to re- 
sort to a careful toilet of the peritoneum, which can 
be accomplished most efficiently with large flat aseptic 
sponges wrung out-in a weak solution of sublimate. 

_When extensive soiling of the peritoneal cavity has 
taken place it would appear most expedient to resort 
to thorough irrigation with warm sterilized water, with 
a view of effecting mechanical removal of all foreign 
substances. When this has been accomplished the 
peritoneal cavity should be further cleansed and dried 
with a sponge wrung out of a x); per cent. solution of 
corrosive sublimate. The abdominal incision is 
closed in the same manner as after abdominal section 
for other purposes, in all cases where we have reason- 
able cause to believe that we have succeeded in se- 
curing an aseptic condition of the peritoneal cavity; 
if any doubt remains upon this point, drainage is 
indicated. 

_ The subsequent treatment must be conducted on 
general principles, rest, absolute diet, and the admin- 
istration of opium being the most essential conditions 
in favoring rapid healing of the the intestinal wound. 
In the future shock will not be mentioned as fre- 
quently as heretofore as a cause of death in penetrat- 
ing wounds of the abdomen, as it has only too 
frequently been mistaken for the symptoms due to 
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acute anemic from hemorrhage into the peritoneal 
cavity. Further, when life is threatened from this 
cause, a fatal termination can often be prevented by 
resorting promptly to transfusion of blood, or infunda- 
tion of a saline solution, after the bleeding points 
have been secured. I am satisfied that no modern 
surgeon would hesitate to endorse the treatment of 
visceral wounds of the intestines by abdominal sec- 
tion; the opposition to the operation can only be 
entertained in cases where it is impossible without an 
exploratory incision to differentiate between a pene- 
trating wound and a visceral wound. 

It is to be regretted that in perforating wounds of 
the intestines symptoms are often deceptive, and can- 
not always be.relied upon as an unerring guide in 
diagnosis. Grave symptoms may be almost entirely 
absent, and yet many perforations exist, while in 
other instances severe symptoms may be present. 
without visceral injury. Until we shall be able to 
make a differential diagnosis by the simple interpre- 
tation of symptoms, we must insist upon the justifia- 
bility of explorative laparotomy for diagnostic pur- 
poses in all doubtful cases, and upon the importance 
of treating all visceral wounds of the intestines by 
abdominal section, as affording the only chance 
of preventing an otherwise almost certain fatal 
termination. 

II. Laparo-Colotomy.—In cases of rectal cancer 
not amenable to extirpation, Madelung advises that 
the colon should be divided completely across low 
down, and the peripheral end should be permanently 
closed by inverting the margins deeply and applying 
two rows of sutures. A preternatural anus is estab- 
lished by stitching the proximal end to the margins 
of the wound in the same manner as in forming an 
intestinal fistula in any other locality. The advan- 
tages of this operation over the ordinary method are 
twofold: 1. The disease in the lower end of the 
bowel is not aggravated by the coming in contact 
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with the intestinal contents. 2. No fecal accumula- 
tion takes place below the artificial opening as is so 
often the case after the ordinary methods of colotomy. 
Pollsson and Letievant advise the same operation. 

III. Subcutaneous Laceration of Intestines.—One 
of the darkest chapters in abdominal surgery pertains 
to subcutaneous traumatic rupture of the intestines. 
That this accident occurs more frequently than has 
been generally supposed is well substantiated by re- 
cent investigations, and as the majority of cases have 
proved fatal on the expectant treatment, it is proper 
and important to consider the propriety of abdomi- 
nal section in all cases where we have reason to 
suspect its existence. 

Muguier has called attention to the fact that in 
some instances, the laceration may be incomplete 
and give rise to no serious symptoms for days or 
weeks, until perforation takes place. A contusion 
of the abdomen is received and the patient and sur- 
geon are in the belief that no serious injury has been 
sustained until symptoms indicative of perforation, 
and feecal extravasation announce the gravity of the 
primary lesion. He reports three cases of this kind 
which came under his own observation, only one of 
which terminated favorably, and in this case the per- 
foration produced a suppurative perityphlitis. He 
cites four additional cases, of which two terminated 
in recovery after the formation of a fecal abscess. 
These cases should at least put us upon our guard to 
exercise proper care in the treatment of abdominal 
contusions, so as to prevent, if possible, the disastrous 

~consequences incident to perforation. Regulation of 
diet, rest, and the use of opiates may do a great deal 
towards the restoration of a partial loss of continuity 
of the injured bowel. 

Chavasse observed two cases of laceration of the 
intestine from contusion of the abdomen which in- 
duced him to compile all cases of rupture of the in- 
testines due to the same cause. He found a record 
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of 149 such cases. A careful study of this material 
led him to the conclusion, that in almost every case 
laceration or crushing of the intestine takes place at 
a point between the place where the external violence 
is applied and the unyielding resistence offered by 
the posterior abdominal wall. Of these cases only 
six recovered, while the remaining number usually 
died within twenty-four hours with symptoms of per- 
forative peritonitis. He is in favor of treatment py 
abdominal section, with a view of suturing the torn 
intestine or making an artificial anns. 

Berger insists that laparotomy should be performed 
in all cases where a diagnosis of intestinal rupture 
can be made. In the differential diagnosis injury to 
the kidney becomes apparent from the character of 
the urine. Injury to the gall-bladder can be excluded 
if the patient throws up large quantities of bile. The 
direction and amount of force which produced 
the injury as well as the extent of surface which was 
exposed to the violence, must also enter into consid- 
eration in determining the location and extent of the 
visceral injury. In contra-distinction to injury of the 
liver and spleen, rupture of the intestine must be sus- 
pected in case the force is applied over the median 
line, anteriorly, forcing the intestines directly against 
the spinalcolumn. Berger and Verneuil speak against 
primary resection and suturing of the bowel in these 
cases, and advise the formation of an artificial anus. 
The great difficulty which presents itself to the sur- 
geon is the absence of positive diagnostic symptoms. 

In a recent paper on this subject Dr. Weir enum-. 
erates as the most prominent symptoms: collapse, 
rapid respiration, frequent wiry pulse, vomiting, 
thoracic respiration, emphysema, and absence of 
hepatic dulness. The last symptom, when present 
is one of the most certain signs indicative of the ex- 
istence of perforation, but it is also necessarily absent 
in all cases where the liver has become fixed and im- . 
movable by inflammatory adhesions prior to the ac- 
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cident. Emphysema and collapse are the two most 
constant and reliable symptoms upon which to base 
a probable diagnosis soon after the accident has oc- 
cured. Extensive extravasation usually does not 
take place, as the experiments of Jobert upon dogs 
have shown, that if the intestine is completely divided, 
the ends may contract by their circular fibres, and thus 
prevent escape of the intestinal contents. Of all the 
‘cases so far reported, the rupture was found almost 
uniformly in the small intestines and in preference in 
the first portion of the tract, the duodenum and the 
jejunum, an important hint in searching for the seat 
of laceration on making abdominal section. The 
shock attendant upon this accident is more apparent 
than real, and is in no ratio to the gravity of the in- 
jury. It must also be remembered that hemorrhage 
is an important element of danger, and, when con- 
siderable, it may simulate the existence of shock. 
So far the only case on record where iaparotomy was 
performed for traumatic laceration of intestines is re- 
ported by Mr. Owens, of London, who found the lac- 
eration, sutured and returned the bowel. Unfortu- 
nately the patient died. Duplay affirms that the 
rupture, as a rule, is complete, and as such an acci- 
dent must be uniformly fatal, abdominal section af- 
fords the only chance for the recovery of the patient 
and should always be resorted to whenever the 
history of the case and the symptoms presented indi- 
cate the presence of this lesion. As the intestinal 
coats have undergone no pathological alterations, 
typical circular resection and suturing of the bowel 
should be practised in preference to the advise given 
by Chavasse, Berger, and Verneuil of establishing an 
intestinal fistula. 

IV. JLntestinal Obstruction.—The treatment of in- 
testinal obstruction by abdominal section is still in its 
infancy, but in view of the almost hopeless condition 
of patients suffering from obstruction due to perma- 
nent organic changes, the results which have been 
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obtained by operative procedures should stimulate us 
to abandon the expectant treatment for more positive 
measures. Schramm has collected 190 cases of in- 
testinal strangulation treated by laparotomy, inciuding 
three cases observed by himself in the practice of 
Mikuticz. He alludes to the difficulties encountered 
in the diagnosis of these cases and pleads in favor of 
early operative interference. Of this number 64.2 
per cent. died, the mortality before the antiseptic 
treatment of wounds being 73 per cent., and since 
that time 58 per cent. The cause of strangulation 
and mortality attending each kind may be gleaned 
from the following table: 


27 times, Invagination, aS cured, 19 died. 
49 Bands or intestinal diverticulum, 13 36 
16 ‘* Adhesions, yEPAE QE 
11 “ Reduction ex masse, Gece’ 5 Wee 
to 6 **_~—s: Torsions, Boe Q..78 
12 ‘* Knotting of bowel, ss eag espana 
12 ‘* Internal strangulation, Bers 6 Less 
7 -**.. Foreign bodies, 4 to Shik 
38 ‘* Neoplasms, ricpik (TD de PP cs ee aie 
8 ‘ Unknown causes, ee ee: 


The results of operations for internal strangulation 
will improve as soon as the physician will recognize 
the inefficiency of the expectant plan of treatment 
and will resort to timely operative measures, before © 
the strength of the patient has been exhausted, or 
the cause of strangulation has led to extensive sec- 
ondary pathological changes in the tissues about the 
seat of strangulation. Recently Kussmaul has in- 
troduced irrigation of the stomach as a means of 
treating intestinal obstruction. While this measure 
does not exert any positive curative effect upon the 
cause of obstruction, it serves as an efficient pallia- 
tive by diminishing hydrostatic pressure and subduing 
increased peristaltic action, conditions which neces- 
sarily aggravate the symptoms due to obstruction. 

a. Intussusception.—Until recently the operative 
treatment of invagination has been considered by the 
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majority of the profession almost in the light of a 
criminal procedure. At present the indications are 
that most surgeons would resort to it in all cases 
where severe symptoms are present which would in-. 
dicate the existence of acute or chronic obstruction 
from this cause and not remediable by medical treat- 
ment or local measures. In cases where no adhesions 
have taken place between the zfussusceptum and the 
intussuscipiens, reposition can frequently be effected 
by the administration of an aneesthetic for the pur- 
pose of relieving abdominal tension, manual or in- 
strumental attempts at reduction, inversion of the 
patient, forcible rectal injection of water, and mass- 
age over the invaginated bowel. The injection 
should be made slowly and uninterruptedly until 
resistance is overcome, but also with sufficient care 
to prevent rupture of the bowel. 

If these measures fail to effect a reduction no time 
should be lost in resorting to abdominal section with 
a view to facilitate disinvagination by direct manip- 
ulation. If by traction, direct compression, dilata- 
tion of neck of iztussuscipiens, separation of adhe- 
sions, etc., reduction is not accomplished, circular 
resection of the invaginated bowel, or the formation 
of an artificial anus above the invagination present 
’ themselves as the only means to save life within the 
range of operative surgery. The formation of a 
preternatural anus is preferable in cases where a large 
portion of the bowel has become invaginated, and 
again where the general condition of the patient is 
so grave that the more severe operation of enterectomy 
is contraindicated. In fifty-one cases where lapar- 
otomy was done, reduction was successful in twenty- 
six—eighteen children with four recoveries, and eight 
adults with five recoveries. So far no child less than 
six months old has recovered ‘after operation. In 
the twenty-five cases where reduction failed to be 
accomplished or where no attempt was made, in four 
the abdomen was closed without any further attempt 
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being made; in all of them the result was fatal. Of 
eleven cases of resection only one recovered, and 
this was Czerny’s case where the disinvaginated 
bowel was resected on acount of malignant disease. 
In nine cases enterotomy was performed, as reduc- 
tion was found impossible, and circular resection was 
deemed impracticable; in all, except one, death oc- 
curred a few hours after the operation. In the latter 
case life was prolonged for two and one-half days, 
the patient being an adult female. 

So far success has attended abdominal section for 
invagination in cases where disinvagination by direct 
manipulation was accomplished, an experience which 
argues strongly in favor of an early operation before 
reduction is rendered impossible by additional patho- 
logical conditions. It may be stated as a rule that 
temporizing measures should not be relied upon for 
more than two days. 

In the case of adults when chronic symptoms of 
obstruction precede an acute attack, the invagination 
is often due to the presence of a tumor upon the 
inner surface of the intestine, a condition so well 
illustrated by Czerny’s cases reported by Fleiner. 
The first patient was 45 years of age where an adeno- 
carcinoma of the ileo-czecal valve produced invagin- 
ation of the lower portion of the ileum into the colon. 
The stenosis was partial and chronic, but when invag- 
ination occurred the symptoms of obstruction became 
sufficiently urgent to justify a resort to laparotomy, 
which was performed in the median line. The seat 
of obstruction was readily found and the invagination 
was corrected, but the patient died on the following 
day of peritonitis. 

In the second case, a man 52 years of age, the 
symptoms of obstruction appeared suddenly. He 
recovered partially from this attack and came under 
Czerny’s care six weeks after the acute attack. A 
tumor, freely movable, was found close under the ° 
right costal arch. The diagnosis was narrowed down 
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to either a floating kidney with symptoms of stran- 
gulation or intussusception produced by a tumor of 
the intestine, with the probability in favor of the lat- 
ter. Abdominal section revealed the correctness of 
the latter supposition. The ileum had slipped into 
the colon and had ascended as high as the right flex- 
ure of the colon. The invagination ‘was reduced 
without difficulty. At the apex of the invaginated 
portion a carcinomatous tumor was found. The 
growth was excised with a broad healthy strip of the 
intestinal wall, and the wound sutured. ‘The patient 
was discharged on the twenty-eighth day, and pre- 
sented himself four months later in excellent health. 
That the prognosis would be more favorable if the 
invagination is caused by a benign tumor of the in- 
testinal wall is apparent. If in such cases disinvag- 
ination is possible an incision into the bowel will 
enable the surgeon to remove the tumor either with- 
out or only with partial resection of the intestine, 
and the operation is finished by closing the wound 
with a Lembert’s or Czerny-Lembert’s suture. 

b. Enterolithiasis.—The subject of intestinal ob- 
struction by an enterolith has been prominently 
brought to the attention of the profession by two 
cases reported during the last year by Dr. Lange and 
Dr. Beam. Dr. Lange’s patient was a woman 60 
years of age who had for a year suffered at times 
from colicky pains which were attributed at the time 
to the passage of gall-stones. She was suddenly at- 
tacked with symptoms of acute intestinal obstruction, 
and when visited by the doctor four. days later she 
was in a condition of collapse. As an operation of- 
fered the only possible chance of recovery median 
laparotomy was performed. On opening the perito- 
neal cavity a considerable quantity of turbid floccu- 
lent serum escaped, and after the omentum had been 
lifted the small intestine presented itself, moderately 
distended and matted together by recent adhesions. 
Tracing the distended bowel, in a few seconds a hard 


18 


lump was felt in the interior of the intestine, below 
which the bowel was entirely collapsed. It was evi- 
dent that the obstruction was caused by this foreign 
body, which was removed through a longitudinal in- 
cision in the bowel. The intestinal wound was closed 
with a double row of sutures and the abdominal in- 
cision united in the usual way. The patient died 
eight hours after the operation. The mass removed 
was sufficiently large to oocupy the entire lumen of 
the intestine, and on section showed in its centre a 
crystalline round nucleus of cholesterin, about the 
size of a small walnut, around which, in concentric 
layers, was a brownish crust varying in thickness from 
one-fourth to one-half centimetre. ‘The concretion 
had undoubtedly formed during the passage of the 
gall-stone. 

An enterolith of similar size and structure has been 
recently shown me by Dr. fra Manley, of Markesan, 
Wisconsin, which he removed post-mortem from the 
lower portion of the small intestine in a woman who 
had suffered a long time from intestinal obstruction 
which finally proved fatal. 

In Dr. Beam’s case the enterolith had become ar- 
rested in the ileum just above the ileo-czcal valve, 
where it gave rise to acute obstruction. Laparo- 
enterotomy was performed and the patient recovered. 
The foreign body was as large as an English walnut 
and contained a nucleus as large as a buckshot. 

As in most specimens heretofore examined the nu- 
cleus of the enterolith was composed of a gall-stone, 
the previous history of gall-stones should be remem. 
bered in considering the nature of the cause of the 
obstruction, and when a probable diagnosis can be 
made an operation should not be delayed, as the 
foreign body may also give rise to perforation. 

¢. Entero-stenosis.—Non-malignant cicatricial ste- 
nosis of the intestine as a cause of intestinal obstruc- 
tion, if circumscribed and not multiple, offers one of 
the most favorable conditions for operative interfer- 


+9 


ence. In cases of this kind the intestine on the 
proximal side of the stricture will be found enor- 
mously dilated, and this condition will greatly facili- 
tate the detection of the seat of obstruction. Typical 
circular resection should be performed, as it is the 
only measure which promises a permanent recovery. 
Intestinal stenosis due to malignant disease calls for 
enterectomy or enterotomy according to the extent 
of the disease, the condition of the adjacent organs, 
and the general condition of the patient. 

@. Internal Strangulation.—The remaining causes 
of obstruction, included under the common term 
“internal strangulation,” comprising volvulus, tor- 
sion, internal hernia, and strangulation by bands of 
cicatricial tissue, are the cases which have yielded 
such a large mortality after abdominal section simply 
because the operation was delayed for too long a 
time. These cases, when treated by timely interfer- 
ence, ought to furnish the most favorable conditions 
for abdominal section, as many post-mortem exami- 
nations have shown that a slight interference might 
have saved the patients’ lives. The existence of in- 
testinal obstruction, acute and chronic, is character- 
ized by a familiar complexus of symptoms, so that 
the condition is readily recognized, but the location: 
of the obstruction is frequently surrounded by many 
difficulties. As pain is not always referred to the 
seat of obstruction, it constitutes an unimportant 
symptom in localizing the lesion. Meteorism begins 
on the proximal side of the obstruction, consequently 
when the obstruction is located below the sigmoid 
flexure it is first observed over the descending colon; 
when in the transverse colon, over the ascending 
colon; and when in the small intestines, over the 
umbilical region. Vomiting of intestinal contents 
will take place early if the obstruction is located high 
up, if low down it isalatesymptom. ‘True stercora- 
ceous vomiting indicates that the obstruction is lo- 
cated somewhere in the large intestines. Careful 
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palpation of the abdomen and in doubtful cases 
manual rectal exploration will constitute important 
aids in determining the location and nature of the 
obstructing cause. Peritonitis is no contraindication 
to abdominal section, but the operation should be 
done, if possible, before this complication appears. 
If after a most thorough and careful examination we 
are unable to ascertain the seat of the obstruction, the 
abdomen should be opened in the median line for man- 
ual exploration. A dilated intestine would indicate 
that the cause of the obstruction is lower down, while a 
collapsed condition of the bowel can only be expected 
on the peripheral side of the obstruction. If the cause 
of the obstruction is not found by the usual methods of 
examination, a systematic search should be made by 
searching for the ilio-czecal region, and exploring the 
intestine, inch by inch, in both directions. When the 
patient is still in good condition, and the abdomen is 
sufficiently soft and yielding for making the examina- 
tion, localization of the obstruction can usually be 
made without great difficulty. When opposite con- 
ditions are presented, when the patient is in a condi- . 
tion of collapse, and the abdomen tympanitic and 
tense, and the seat of the obstruction cannot be 
readily located, Nélaton’s laparo-ileotomy should be 
performed in the right iliac region, as affording the 
best chance for the relief of the most urgent and 
dangerous symptoms. When gangrene of the bowel 
is found, typical circular resection should give way to 
the formation of a fecal fistula, if the obstruction is 
situated sufficiently low down so that such a procedure 
would not interfere with the maintenance of nutrition 
should the patient recover from the operation. Roser 
has made the observation that after correcting a vol- 
vulus of the sigmoid flexure the torsion of the bowel 
is liable to return. ‘To prevent such an accident he 
advises that the loop of intestine, when placed in 
proper position, should be stitched to the abdominal 
wall by passing a few sutures through the mesentery 
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of the bowel and the parietal peritoneum of the left 
abdominal wall. After disinvagination the same pre- 
caution is suggested to prevent reinvagination; the 
sutures in this instance must fix the lower portion of 
the intussusceptum. In conclusion it is appropriate 
to allude to the following concise and practical rules 
laid down by J. Grey Smith for treating intestinal 
obstruction by abdominal section: 

1. Make the incision in the middle line below the 
umbilicus. 

2. Fix upon the most dilated or the most con- 
gested part of the bowel that lies near the surface, 
and follow it with the finger as a guide to the seat of 
obstruction. 

3. If this fail, draw the intestine out of the wound, 
carefully covering it, until increase of distension or 
congestion or both in one of the coils gives an indi- 
cation that the stricture lies near. 

4. If there be considerable distension of the intes- 
tines, evacuate their contents by incision, and suture 
the wound. Never consider an operation for intes- 
tinal obstruction inside the abdomen complete until 
the bowels are relieved from over-distension. 

5. Be expeditious, for such cases suffer seriously 
from shock. The whole operation ought to be con- 
cluded in half an hour. 

V. Lnterectomy.—Circular resection of the intes- 
tine has been on trial for a number of years and has 
been performed for different pathological conditions. 
The results obtained thus far have shown that success 
depends largely upon the condition of the tissues 
through which the incisions are made. It may be 
stated as a rule that the healing process progresses 
most favorably when the resected ends have not un- 
dergone inflammatory changes by extension of the 
pathological conditions which have necessitated the 
operation. Thus Jaffe has collected 121 cases of 
enterectomy reported since 1876; of this number 
thirty-six were done for gangrene of the bowel, with 
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470 per cent. of deaths or formation of fecal fistula, 
while of the remaining cases done for intestinal 
wounds, artificial anus, stenosis and tumors, only 44 
per cent. terminated unfavorably. A study of these 
cases induced him to decide against the advisability 
of primary enterectomy for gangrene of the intes- 
tines. The same opinion is entertained by von Berg- 
mann. ‘The experience of Billroth also corroborates 
the opinion, which is now generally accepted, that 
primary typical enterectomy and enterorrhaphy should 
not be performed in cases of gangrene resulting from 
strangulated hernia and internal strangulation. 

Of six cases of enterectomy for gangrene operated 
upon by Billroth only one recovered, and in this case 
a feecal fistula formed, which, however, closed without 
further interference in three weeks. In favorable con- 
trast with these cases were five enterectomies combin- 
ed with extirpation of tumors affecting the bowel pri- 
arily or by extension ; of this number three recovered. 
Clinical experience appears to have definitely settled 
the course to pursue in cases of gangrene of the bowel, 
viz.: to establish a preternatural anus, and, if this 
fails to close by more conservative means, to resort 
to circular resection and suturing after the intestine. 
has been restored to its normal condition. 

That resection of a large portion of the intestinal 
canal is not always compatible with health is well illus- 
trated by acase reported by Baum in which he removed 
137 ctm. of the small intestines in a woman 40 years 
of age. The patient was suffering from strangulated 
femoral hernia. ‘Taxis was only partially successful. 
On opening the sac an offensive fluid escaped, and a 
portion of the omentum was removed. Peritonitis 
followed and a swelling formed in the abdomen above 
the crural ring, which broke and a feecal fistula was 
established. Rapid emaciation ensued; symptoms 
of strangulation made a laparotomy necessary. A 
mass of intestines was found twisted into a bunch 
which could not be unravelled, and as it was sur- 
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rounded by an abscess it was resected and the ends 
of the intestine were united with sutures. Patient 
recovered from operation and improved for several 
weeks. Six months later progressive emaciation re- 
sulted in death. 

At the autopsy the seat of resection could not be 
found, showing how completely and perfectly the 
intestinal wound had healed. The reporter was of 
the opinion that death was caused by the great short- 
ening of the intestinal tract. 

In 1881 Koeberlé resected 2.05 m. of the small 
intestines in a girl 22 years of age on account of 
multiple stenoses of the bowel. The patient made a 
favorable recovery. Kocher has quite recently re- 
moved by resection 160 ctm. of small intestine for 
gangrene in a case of strangulated hernia. The pa- 
tient recovered and at the time the report was made 
remained in good health. 

Notwithstanding the favorable results obtained by 
Koeberle and Kocher, Baum’s case should indicate 
to us that there must be a limit to the extent with 
which resection can be practised with immunity, and 
that in multiple lesions of the intestines with inter- 
vening healthy portions of the bowel it would be 
preferable to make multiple resections rather than 
to include a too extensive tract of healthy intestine 
with the injured or diseased portions. Nearly all 
operators emphasize the importance of not interfer- 
ing unnecessarily with the vascular supply of the 
bowel for fear of causing gangrene of the resected 
ends. lLauenstein is so strongly convinced of the 
importance of this precaution that he claims the por- 
tion of intestine deprived of its mesentery always 
becomes gangrenous; consequently in such cases he 
advises resection of that portion of the intestine rather 
than trust to the doubtful restoration of the vascular 
supply by collateral circulation. That it is import- 
ant to interfere as little as possible with the blood- 
supply of the resected ends of the bowel no one will 
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doubt; but that in the case of the small intestines 
this fear has been overestimated, I am convinced. 
During my experiments on the pancreas last year I 
often detached the mesentery from the duodenum 
and upper portion of jejunum in dogs and cats to the 
extent of from two to twelve inches, and yet gan- 
grene of the bowel occurred only in exceptional cases. 
The vascular supply was restored either by the de- 
nuded surface of the bowel coming in contact and 
forming adhesions, the detached portion of the intes- 
tine assuming the shape of a horse shoe, the open 
portion corresponding to the cicatrix between the 
denuded surfaces, or the circulation was restored by 
the growth of new vessels of large size along the de- 
tached portion of the bowel, thus restoring to per- 
fection the mesenteric circulation. 

The apprehension of causing gangrene by even a 
slight interruption of the circulation appears to be 
well founded in resection of the large intestine. 
Czerny lost two cases of resection of the colon from 
gangrene produced by this cause. Lauenstein has 
found three similar cases recorded where, during op- 
erations on the stomach, the transverse colon was 
detached more or less from the meso-colon. We 
should @ priori expect a greater liability of gangrene 
to occur from a limited interruption of the circulation 
in operations upon the large intestines, from the larger 
size of the tube, the more scanty blood-supply, and 
more particularly from the greater difficulties en- 
countered with in the formation of the collateral 
circulation. 

Appended to the report of a successful case of re- 
section of the large intestine for malignant disease, 
Weir gives the statistics of thirty-five cases in which 
excision of a cancerous intestine was resorted to, and 
in all cases save one (Schede’s) the disease had in- 
volved the large intestine. Of this number it is to 
‘be noted that of the five cases in which the operation 
was done during the exhaustion attendant upon the 
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acute obstruction of the bowel, all died from the 
the shock of the operation; hence this condition is 
considered by Schede to contra indicate the opera- 
tion. Of these thirty-three cases there was a mor- 
tality of seventeen, or 51.5 per-cent., only 2 little 
greater than that which results from resection of the 
large intestine from other causes, and which is given 
by Maydl at 50 percent. Aside from the shock, ten 
died within forty-eight hours; in a number of cases 
the progress was complicated by perforative periton- 
itis and intestinal fistula. When the latter occurred 
in the course of an otherwise favorably progressing 
case, it, as a rule, closed later spontaneously. The . 
perforation was due either to faulty suturing or gan- 
grene of the margin of the wound from detachment 
of the meso-colon. In cases in which the disease 
returned it took place in three cases in less than one 
year, in four others between one and two years, in 
one case over two years, and in Gussenbauer-Mar- 
tini’s case the patient was free from the disease four 
years after the operation. 

The propriety of excision of the colon for malig- 
nant disease can therefore not be questioned, the 
more soif it is found on exploration that the dis- 
eased tissue cannot be removed an artificial anus 
can be established at once with or without excision, 
_which will at any rate remove the symptoms due to 
obstruction. In two of Billroth’s cases,in which the 
cancer affected the descending colon in one instance, 
and the sigmoid flexure in the other, so much of the 
bowel was removed that the ends could not be united; 
an artificial anus was established, but in both in- 
stances a fatal termination followed, in one from col- 
lapse, and in the other from septic peritonitis. 

VI. Rupture of Diaphragm.—Rupture of the di- 
phragm with escape of the abdominal organs into 
the cavity of the chest, is a rare accident, but when 
it does occur it is so uniformly fatal when treated on 
_ the expectant plan that in these days of heroic sur- 
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gery it would appear only reasonable to make an 
effort to save life by abdominal section, or by an 
opening into the chest. Either procedure would 
enable the surgeon to replace the dislocated organs 
and tu close the rupture by suturing. A number of 
traumatic ruptures of the diaphragm, with protrusion 
of the abdominal organs into the cavity of the chest, 
have been reported where, during life, at least a 
probable diagnosis could be made. All of the cases 
reported by Butlin and Brinton occurred on the left 
side. The physical signs on which the diagnosis was 
based consisted of tympanitic resonance over the 
side of the chest which contained the prolapsed in- 
testines, with diminution of vocal fremitus and res- 
piratory sounds over an area corresponding to the 
displacement of the lung. In pneumothorax respi- 
ration is abdominal; in traumatic diaphragmatic 
hernia the respiratory movements are costal, and the 
abdomen is flattened; conditions which are sugges- 
tive of the escape of gas-containing intestines into 
the cavity of the chest. Symptoms of intestinal ob- 
struction indicate strangulation of the protruded 
bowel. Guttmann regards displacement of the heart, 
in the absence of other causes, the most reliable di- 
agnostic symptom. 

An interesting case of traumatic diaphragmatic 
hernia which came into Albert’s Clinic has been de- 
scribed by von Horoch. The patient received a stab © 
wound immediately under the left scapula. He 
died two days later with symptoms of asphyxia. The 
post mortem examination showed that the left lung 
and diaphragm were punctured by the knife. Through 
the wound in the diaphragm a portion of the stomach, 
which had also been opened, had escaped into the 
left pleural cavity. The reporter found three similar 
cases in literature. He suggested that, in a dia- 
phragmatic hernia, new or old, presenting symptoms 
of strangulation the chest should be opened suff- 
ciently by rib resection to permit reduction, and to 
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close the wound in the diaphragm in such a marner 
that the sutures should embrace the serous coat of 
the stomach. That the recognition of a diaphragm- 
atic hernia is not always an easy task, even after 
opening the abdominal cavity, is illustrated by Fer- 
ran’s case. This surgeon performed laparotomy on 
a young woman who had suffered from symptoms of 
intestinal obstruction for seven days. The small in- 
testines having been turned out from the abdominal 
cavity, a careful examination of their whole length 
and of the czecum, sigmoid flexure, and rectum was 
made without the discovery of any cause for the ob- 
struction. The wound was closed and the patient 
rallied well and showed signs of improvement until 
next morning, when sudden collapse manifested it- 
self, with speedy death. Post mortem examination 
showed the existence of a diaphragmatic hernia from 
laceration; almost the entire transverse colon had 
escaped into the left pleural cavity, the distended 
loop of the intestine displacing the heart and the left 
lung. In the space near the diaphragmatic ring it 
was noticed that the constriction of the bowel was 
such as to hardly admit the tip of the index finger. 
Upon trying to reduce the hernia the ascending gut 
slipped back into the abdominal cavity without offer- 
ing any resistance. 

The establishment of a route to the diaphragm 
through the chest is not practicable on account of 
the frequency with which pleuritic adhesions are 
found and the greater amount of additional traumat- 
ism as compared with abdominal section; hence the 
‘latter should be preferred for the relief of diaphragm- 
atic hernia in all cases where a probable diagnosis 
can be made, and where symptoms of strangulation 
dictate the propriety and justifiability of the opera- 
tion. If the injury is produced by a penetrating 
wound of the chest, the method of operation suggest- 
ed by von Horoch would be applicable, and in case 
the symptoms pointed also to visceral injury of the 
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abdominal organs it should be combined with ab- 
dominal section. 

VII. The Treatment of Peritonitis by Abdominal 
Section and Drainage.—The great fatality of acute 
diffuse peritonitis under the old or expectant method 
of treatment gives some support to the recently pro- 
posed treatment by incision and drainage. This now 
common and general surgical procedure has been al- 
ready applied with great success for the relief of in- 
flammatory lesions of all of the other serous cavities. 
The first record of an operation performed deliber- 
ately on account of acute peritonitis was proposed 
and executed by Dr. Wiltshirein 1868. About thirteen 
years ago Mr. Lawson Tait followed Wiltshire’s ex- 
ample. Since that time he affirms he has never 
allowed a patient to die of peritonitis without opening 
the abdomen whenever he was permitted to perform 
the operation. He has performed abdominal section 
forty-four times on account of the presence of peri- 
tonitis and the operation has been completely suc- 
cessful in forty-one cases. 

As peritonitis is usually only a secondary manifes- 
tation of an antecedent primary cause, it appears 
plain that the treatment by surgical interference will 
be most successful in cases where the disease has not 
become diffuse, and where the original cause can be 
removed. Cases of this kind are represented by: 

1. Lerforative Peritonitis.—In order to recognize 
this condition early when most amenable to surgical 
treatment, it is important to allude to some of the 
most prominent early symptoms. Observation of a 
number of cases of peritonitis following perforation 
has satisfied Ebstein that the abdominal walls usually 
remain tense and rigid without distension; the ab- 
domen may be flat and even depressed. The con- 
tracted condition of the abdominal muscles remains 
for a variable length of time, when it is followed by 
distension with or without rigidity. The contraction 
of the muscles diminish as the paralytic symptoms 
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increase. Ebstein asserts that the absence of the 
normal liver dulness cannot be depended upon as a 
pathognomonic symptom of perforative peritonitis. 
He mentions a case of perforation of the stomach in 
which no gas had escaped into the peritoneal cavity 
to produce displacement of the liver. The liver also 
remains in its normal position in cases where fluid 
escapes into the peritoneal cavity, and where the 
organ has formed adhesions by previous attacks of 
perihepatitis. The absence of vomiting in a case of 
peritonitis or its sudden cessation in the beginning of 
an acute attack indicates, when the patient is consci- 
ous, that either perforation of the stomach has caused 
the peritonitis, or, that perforation of the stomach 
has followed the peritonitis. Vomiting is not present 
when perforation has taken place into the peritoneal 
cavity or the bursa omentalis. 

A case reported by Ebstein appears to prove that 
vomiting again may take place in cases of perforation 
of the stomach as soon as the opening in the stom- 
ach has become closed by adhesions to neighboring 
organs. Perforation of the appendix vermiformis, 
bursting of a pyo-salpinx or pelvic abscess furnish 
familiar illustrations of perforative peritonitis, where 
a timely laparotomy would hold out encouraging 
prospects for a favorable recovery by operative 
treatment. Mr. Treves has also shown that nearly 
all abscesses about the czecum are in reality intraperi- 
toneal, so that in opening these abscesses the surgeon 
always has to deal with the peritoneal cavity. As 
these abscesses are generally circumscribed by adhe- 
sions, a failure to open them in time may result again 
in perforation of the abscess wall and secondary 
diffuse inflammation of the general peritoneal cavity. 

Mr. Howard Marsh relates a successful case of ab- 
dominal section for suppurative peritonitis produced 
by the bursting of an abscess in the mesentery around 
old tubercular glands into the peritoneal cavity. The 
patient was a young man 1g years of age, who had 
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suffered some time with symptoms of diffuse perito- 
nitis. The abdomen was found exceedingly tender 
and distended. ‘The incision was made over the most 
prominent portion of the swelling on the outside of 
the linea semilunaris and gave exit to two or three 
pints of foetid pus. The distended coils of small in- 
testines could be felt through the wound. ‘The cavity 
was washed out with a weak solution of carbolic acid 
and drained. The patient made a slow but good 
recovery. 

J. W. Taylor reports an interesting case of acute 
hydronephrosis where rupture of the cyst into the 
peritoneal cavity produced great collapse, and where 
a timely laparotomy prevented a fatal peritonitis. 
The patient was a girl 15 years of age, who was at- 
tacked suddenly with pain in the left lumbar region, and 
vomiting, followed by the appearance of a fluctuating 
tumor in the same side, which was at the time diag- 
nosticated as acute hydrops of the left kidney. She 
suddenly became collapsed, which with other grave 
symptoms indicated rupture of the cyst and extrava- 
sation of its contents into the peritoneal cavity. The 
abdomen was opened at once through the median 
line. The abdominal cavity was thoroughly cleansed 
and the remaining portions of the cyst contents were 
removed by puncturing with the trocar. The cyst 
wall was sewed to the abdominal wound, and against 
all expectations the patient rallied and improved. In 
a few days the cyst refilled, which necessitated a sec- 
ond incision and drainage by means of a glass drain. 
Urine was discharged through the wound, but the 
patient improved. As no calculus could be found 
by an exploration of the interior of the cyst, it was 
believed that the left ureter had become completely 
obliterated, which would necessitate a nephrectomy 
at some future time. 

That even perforation of a large pelvic abscess into 
the peritoneal cavity may terminate in recovery by 
timely and well applied surgical treatment is well il- 
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lustrated by a case reported by Mr. Treves, in a 
paper read before the Royal Medico-Chirurgical So- 
ciety, March 10,1885. The patient was a female 21 
years of age, who had suffered for three months from 
chronic pelvic peritonitis, following severe gonorrhea, 
During this time a large purulent collection, contain- 
ing very offensive matter, had formed near the pelvic 
brim. The acute symptoms were due to the burst- 
ing of the abscess and extravasation of its contents 
into the general peritoneal cavity. On the following 
day the abdomen was opened under antiseptic pre- 
_ cautions, the patient at the time being in a very 
critical condition. ‘The peritoneum and intestines 
showed signs of diffuse recent inflammation. The 
peritoneal cavity contained a quantity of semi-opaque 
fluid, mixed with flakes of lymph and pus. The 
whole peritoneal cavity was washed out with many 
quarts of water, and a drain introduced. The symp- 
toms improved promptly, and the patient recovered. 

These cases furnish abundant proof that in cases 
of perforative peritonitis, irrespective of the nature 
of the material which has been extravasated, our only 
resource which affords any encouragement whatever, 
is abdominal section. In cases of this kind it is im- 
portant to search for the cause of the peritonitis, and 
to treat the conditions, if necessary, by operative 
measures; the toilet of the peritoneal cavity can be 
most effectively accomplished by copiously flushing 
with warm sterilized water rendered slightly alkaline 
by the addition of chloride of sodium. As in these 
cases we can never be certain that the peritoneal cav- 
ity has been rendered perfectly aseptic, it is always 
advisable to resort to drainage. We have every reason 
to hope that in the future perforation of the stomach 
or intestines will be treated by abdominal section, as 
it holds out the only possibility of preventing death 
from the consecutive peritonitis by removing the ex- 
travasation and preventing further escape by closing 
the rupture. In such instances it is essential to 
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search for the perforation, which must be treated in 
the same manner as intestinal wounds, after which 
the peritoneal cavity is cleansed, drained, and the 
wound closed. 

The successful local treatment of tuberculosis has 
recently been extended to: 

2. Tubercular Peritonitis—Koenig has called at- 
tention to the difficulty met with in the diagnosis of 
circumscribed ascites following tuberculosis of the 
peritoneum, and other fluctuating tumors of the ab- 
dominal cayity. He refers particularly to the pecu- 
liar kind of fluctuation found in these cases as an 
almost pathognomonic evidence. The fluctuating’ 
waves are large and are conveyed from one wall to 
the other, and the undulations are imparted to the 
abdominal wall. 

Von Holst reports a case of tuberculosis of the 
peritoneum which was remarkable from the fact that 
on palpation over the abdomen dulness and fluctua- 
tion were felt as distinctly as in ascites, which on 
post-mortem was not found to exist. ‘The deception 
was due to firm adhesions which had formed between 
the omentum and intestines. 

Not infrequently one or more smaller swellings are 
felt in the vicinity of the large one. Clinically it 
has been shown that the swelling may decrease in 
size for a time or that it may remain stationary for a 
considerable length of time. Tuberculosis of the 
peritoneum is most frequently found as a complica- 
tion of tuberculosis of other organs, but sometimes 
it occurs as a primary lesion in persons without any 
hereditary taint. 

Bucquoy observed a case which had its origin in a 
cheesy tubercular degeneration of the ovaries. Koe- 
nig reports four cases of abdominal section per- 
formed for tuberculosis of the peritoneum. The 
patients were all females. One of them remained 
well two years after the operation. The exudation 
was usually found immediately beneath the anterior 
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abdominal wall, the intestines, uterus and ovaries 
being pushed backward. ‘The cyst wall was always 
found lined with a thick fibrinous wall which pre- 
sented all the microscopical appearances character- 
istic of tuberculosis. After incision the fluid was 
evacuated, the sac washed out with carbolized water, 
and the inner surface of the cyst wall dusted with 
iodoform. In the case which remained well after 
two years the cavity was drained, and the patient left 
the hospital with the drainage-tube. The fistulous— 
opening healed subsequently. Koenig is of the 
opinion that in some cases of primary tuberculosis 
of the peritoneum a radical cure can be effected by 
laparotomy and local treatment. 

3. Chronic Peritonitis with effusion.—The most 
favorable pathological condition of the peritoneum 
for surgical treatment is chrenic inflammation with 
serous effusion. Abdominal section with drainage 
relieves the pressure promptly, and thus favors reab- 
sorption and the restoration of the physiological bal- 
ance between secretion and absorption. Savage 
reports that he has performed laparotomy in six cases 
of subacute peritonitis attended by more or less effu- 
sion, and all of his patients recovered. 

4. Ascites.—Dr. A. G. Caillé; of New York, has 
recently called the attention of the Academy of Med- 
icine to the value of permanent drainage in ascites. 
He related two cases of cirrhosis of the liver with 
marked ascites, in which he had inserted a drainage 
tube into the peritoneal cavity at the linea alba, with 
the result of affording great relief of all the distress- 
ing and dangerous symptoms, and probably pro- 
longing life for a considerable period. In one case 
an autopsy could not be secured, but in the other 
one was made, when it was found that there was not 
the slightest indication of peritonitis at the point 
where the fistula was made. If permanent drainage 
of the peritoneal cavity is possible without causing 
inflammation, it is obvious that the treatment of as- 
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cites by drastic cathartics, diuretics, and other debil- 
itating measures should be abandoned in favor of 
this surgical procedure. 

VIII. Gastrotomy.—The indications for gastrot- 
omy have multiplied with the advances of modern 
aggressive surgery. The following are conditions for 
which the operation has been performed : 

1. Extraction of foreign bodies. 2. Malignant 
disease of cesophagus. 3. Non-malignant stricture 
of cesophagus. 4. Cicatricial’ stenosis of pylorus. 
Alsberg has collected 107 cases in which the opera- 
tion was done with a view to establish a permanent 
gastric fistula for the following conditions: Carci- 
noma 72, syphilitic stricture 2, cicatricial stenosis 16. 
Of this number, 24 patients survived the operation 
for more than thirty days. Of 22 cases proving fatal 
soon after the operation, 12 died of diffuse peritonitis, 
and 3 of phlegmonous inflammation of the abdominal 
walls. 

Gastric Fistula.—When the operation has for its 
object the formation of a gastric fistula, it is of some 
importance to know at what point the stomach can 
be opened most advantageously by interfering least 
with its functional capacity. The majority of opera- 
tors have had recourse to Fenger’s incision, about 
two inches below and parallel to the left costal arch. 
Sédillot recommends an incision which should cor- 
respond to a point over the middle of the anterior 
surface of the stomach, claiming that the subsequent 
traction upon the cicatricial band in this locality | 
would be reduced to a minimum, at the same time 
there would be no risk of injury to any important 
blood-vessels. J.arger argues in favor of making the 
fistula as near the cardiac end of the stomach as pos- 
sible, and nearer the lesser than the greater curvature 
of the organ. Berger and Championniere assert that 
clinical experience and post mortem examinations 
have shown that the opening is usually made near 
the pyloric orifice of the stomach, irrespective of the 
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particular method of operation selected by the sur- 
geon. ‘They also believe that a fistula in this locality 
does not impair the functional result. When a gas- 
tric fistula is to be established, the operation should 
be done in two sittings. The preliminary operation 
consists in making abdominal section, stitching the 
parietal peritoneum to the skin, thus protecting the 
soft tissues against phlegmonous inflammation by 
contact with infectious substances, and fastening the 
anterior surface of the stomach with Lembert’s sutures 
to the margin of the wound, so as to secure adhe- 
sions between the visceral and parietal peritoneum 
before the organ is opened. After two or three days 
firm adhesions have formed, when the operation is 
completed, by making a small incision through the 
wall of the stomach. Experience has shown that 
when the incision is large, it is difficult to prevent 
the escape of the contents of the stomach through 
the fistula even by ingenious contrivances, while a . 
small opening is readily kept closed by a well-fitting 
compress. 

1. Lxtraction of Foreign Bodies.—When a foreign 
body has become lodged in the stomach, and its pre- 
sence can be ascertained by a well defined com- 
plexus of symptoms, or by physical examination, no 
time should be lost in removing it by gastrotomy, as 
the foreign body may produce death by interfering 
with gastric digestion or by producing perforation. 
Under these circumstances the operation is complet- 
ed by suturing the wound in the stomach after the 
extraction of the foreign body, in the same manner 
as an intestinal wound, using the precaution to apply 
a double row of sutures to secure more efficient and 
perfect coaptation of the margins of the wound and 
serous surfaces. Absolute and complete physiologi- 
-cal rest of the organ is an essential condition for 
obtaining primary union in the shortest space of time. 
Gussenbauer removed, by gastrotomy, a sword-blade 
27 ctm- in length and 2 ctm. in breadth. The 
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patient, unfortunately died of septic peritonitis, due 
to a perforation of the posterior wall of the cesopha- 
gus 14 ctm. above the cardiac orifice of the stomach, 
and another perforation in the fundus of the stomach 
1 ctm. in width. — Billroth removed successfully a 
set of false teeth in the same manner, and the patient 
recovered without any untoward symptoms. That 
the stomach may become the receptacle of strange 
and most disgusting substances is well illustrated by 
the cases recently reported by Schcenborn and 
Thornton, where gastrotomy was successfully per- 
formed for the removal of large masses of hair. Both 
patients were hysterical females. In Schoenborn’s 
case the mass of hair weighed 281 grammes. ‘That 
these cases are not so exceedingly rare is shown by 
Thornton, who has collected eight recorded cases 
where post-mortem examination revealed that the 
presence of hair in the stomach produced death with- 
out a correct diagnosis having been made or surgical 
relief attempted. 

Malignant Disease of sophagus.—The results 
obtained by gastrotomy for the purpose of prolonging 
life in cases of carcinomatous stenosis of the cesoph- 
agus are not such as to entitle the operation to the 
dignity of a justifiable procedure, and yet it must be 
a source of comfort to the surgeons who continue to 
perform it to know that the mortality which attends 
it has greatly decreased since the antiseptic treat- 
ment of wounds has been introduced. Zesas, for 
instance, has collected all cases of gastrotomy before 
and since the antiseptic treatment of wounds was 
practised. During the preantiseptic period, thirty- 
- one operations were performed, with the result that 
only in one case was life prolonged by the operation 
(Jones). 

_ Of 131 cases operated upon under antiseptic pre- 

cautions, 28 terminated favorably as far as the opera- 
tion was concerned. In 104 cases carcinoma of 
the cesophagus furnished the indication for the opera- 
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tion, of which only 17 recovered from the immediate 
effects of the operation. With such a fearful mortal- 
ity, it becomes a serious question whether the opera- 
tion is ever justified under the circumstances. Zesas, 
as the result of his investigations, advises that the 
operation should be performed early, before the pa- 
tient has been prostrated from the effects of the dis- 
ease. It behooves the conscientious surgeon to ask 
himself the question: Am I justified in submitting a 
patient suffering from an incurable affection to an 
operation of such gravity, which at best can prolong 
life only for a short time? Science, statistics and 
humanity answer with a positive and unqualified 
Ma.” 

2. Non-Malignant Stricture of Esophagus.—In non- 
malignant stricture of the cesophagus, not amenable 
to more conservative treatment, gastrotomy should 
be performed, with a view of securing a new inlet for 
food into the stomach, and for the purpose of afford- 
ing a more direct route of treating the stricture. So 
far, the operation has been performed by Caponotto, 
Fagan, Schede, Cérenville, MacNamara, Davies-Col- 
ley, and Bryant. Fagan’s two cases died. In Schede’s 
and Cérenville’s cases, the principal and direct object 
of the operation—dilatation of the stricture—was 
not realized. The same applies to MacNamara’s 
case. Davies-Colley’s and Bryant’s cases were suc- 
cessful in every respect, as the dilatation of the stric- 
ture was accomplished and the permeability of the 
cesophagus was restored, so as to warrant the closure 
of the fistula. 

Caponotto’s case deserves special mention, as it 
illustrates in an admirable manner the indications for 
the operation, the method of performing it, and its 
results. The operation was performed at Turin, 
September 19, 1884. The patient was a boy, five 
years of age, who had swallowed by mistake sulphuric 

_acid, five months before the operation. Soon after 
-* the accident, symptoms of stricture appeared. He 
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ate and drank with a good appetite, but vomited 
everything a few minutes after, and in.consequence 
had become greatly emaciated. The finest olive- 
pointed bougie could not be passed through the stric- 
ture. The abdomen was opened at the usual place 
for a gastrotomy, and the parietal peritoneum 
united with the skin, and a continued catgut suture 
that caught only the serous and muscular coat of the 
stomach, was made to fix the stomach to the wound. 
An antiseptic dressing was applied. On the fifth day 
the stomach was opened and food introduced directly 
into the stomach. The patient improved rapidly. 
The next step was to dilate the stricture, which was 
done by combined dilatation by means of sounds 
introduced both through the stomach and cesopha- 
gus. After one month’s treatment, the cesophagus 
was permeable to food, and the opening in the stom- 
ach was closed by another operation. Four months 
subsequently the boy died of tubercular meningitis. 
The autopsy showed that the stomach was slightly 
adherent to the abdominal wall at the site of the 
operation. The stricture had its location about two 
ctm. above the cardiac orifice, as was shown by a 
white circular cicatrix. 

Loreta’s method of digital dilatation in non-malig- 
nant pyloric strictures is deserving of confidence, 
and the results so far obtained merit imitation of the 
procedure. 

3. Cicatricial Stenosis of the Pylorus.—In the oper- 
ative treatment-of cicatricial stenosis of the pylorus, 
the surgeon can resort to gastrotomy with subsequent 
gradual or forcible dilatation of the stricture, pylo- 
rectomy, or gastro-enterostomy. According to Zesas, 
gastrotomy for pyloric stenosis has been performed 
twenty-seven times with eleven recoveries. In these 
cases, the object of the operation is limited to the 
direct treatment of the stricture through the gastric 
wound or fistula. If, after opening the stomach, the 
stricture can be efficiently overcome by rapid digital 
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dilatation, the visceral and abdominal wounds can be 
closed. If, however, this object is not obtained, a 
permanent gastric fistula must be established for sub- 
sequent gradual dilatation, until the permeability of 
the organ has been restored, when the fistula is closed © 
by another operation. It is only proper to remark 
that the operative treatment of cicatricial pyloric 
stenosis should be limited to extreme cases of narrow 
strictures with great dilatation of the stomach, where 
simpler measures, as a carefully regulated diet, irriga- 
tion of the stomach, etc., have proved ineffective in 
affording relief and maintaining nutrition. [ 

IX. Pvlorectomy.—It is only afew years ago since 
Billroth announced to the world the feasibility of par- 
tial excision of the stomach for malignant disease by 
a successful operation upon a human being. The 
members of the medical profession throughout the 
entire civilized world were unanimous in their ad- 
_ miration of the man who had achieved what appeared 
to be the greatest triumph of modern surgery. The 
method of operating was modified and improved by 
other operators, and in a short time the medical jour- 
nals teemed with accounts of new cases from differ- 
ent sources. At the present time we are in a position 
to decide upon the justifiability of the operation. 
In studying the statistics of the cases so far reported, 
even the most enthusiastic advocate of the operation 
must feel that the expectations which had been antici- 
pated have not been realized. The science and art 
of surgery have both been enriched through the 
labors of many a bold and enthusiastic operator who 
have demonstrated the feasibility of pylorectomy, but 
the results obtained must also satisfy every conscien- 
tious surgeon that the time has come when the opera- 
tion should be at least temporarily abandoned until 
improved methods of diagnosis will enable us to rec- 
ognize cancer of the stomach early enough to be 
amenable to surgical treatment. 

1. Malignant Disease.—F¥ourteen cases of pylo- 
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rectomy for cancer operated upon by Billroth were 
analyzed by von Hacker as to the pathological con- 
ditions and the results which were obtained. He di- 
vided them into three classes: 1. No adhesions, 
disease limited to the coats of the stomach. 2. Slight 
adhesions which were readily separated. 3. Exten- 
sive adhesions and metastatic tumors in adjacent 
organs. Only two of the patients belonged to the 
first class; one remained well one and three-fourths 
of a year and the other three and one-half years after 
the operation. In the latter case a tumor returned in 
the abdominal wall and another in the inguinal region 
which were removed. ‘The second class embraced 
seven cases; three died soon after the operation; of 
the remaining four three died four, ten and twelve 
months: after operation from return of the disease; 
the fourth suffered from return of the disease six 
months after operation. The five cases represented 
by the third class died from the immediate effects of 
the operation. It can be therefore seen that a favor- 
able result can only be hoped for in cases coming 
within the limitation of the first class where the dis- 
ease is circumscribed and has not passed beyond the 
limits of the stomach. Every one must-admit the 
difficulties which surround the diagnosis at this early 
stage of the disease, and the unwillingness of the pa- 
tient to submit to such a grave operation when he is 
comparatively free from suffering, elements which in 
accordance with Billroth’s own experience would limit 
operations to exceptional cases. Such statistics in 
the practice of the most eminent surgeon should defi- 
nitely settle the question in the mind of any surgeon 
whose humanity has not succumbed to his morbid 
desire for transient fame. 

Statistics from other sources can show no better 
results. In sixty-one cases of pylorectomy collected 
by Dr. Winslow, of Baltimore, 50 per cent. have 
died of shock within twenty-six hours, and of the 
cases which have recovered not one has lived for 
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three years without recyrrence of the disease at the 
site of the operation. Kramer has collected eighty- 
two pylorectomies with sixty-one deaths. In seventy- 
two cases the operation was done for carcinoma; 
fifty-five died soon after the operation, of the remain- 
ing seventeen only one proved a complete success. 
It is a source of congratulation to the surgeons of 
this country that the statistics above quoted are made 
up almost exclusively of foreign material. While the 
American surgeon is anxious and ready to adopt all 
modern innovations and improvements, in this par- 
ticular instance he has shown a degree of conservatism 
worthy of his reputation in that direction. When the 
time has arrived when we shall be able to make an 
early positive diagnosis of malignant disease of the 
stomach, pylorectomy will be resuscitated and will 
find a ready adoption and a hearty welcome on Ameri- 
can soil. 

2. Ulcer pf the Stomach.—Rydygier was the first 
to apply pylorectomy to the treatment of gastric ulcer. | 
He excised a simple ulcer of the pyloric extremity of 
the stomach with a portion of the head of the pan- 
creas, which was intimately adherent to the posterior 
surface of the stomach. Theulcer had given rise to 
stenosis and dilatation of the stomach for which the 
operation was undertaken, He affirms that resection 
of a portion of the stomach is a justifiable procedure 
in arresting hemorrhage from a perforating ulcer of 
this organ. Czerny treated successfully a case of 
perforating ulcer of the stomach by making an in- 
cision through the anterior wall through which the 
ulcer was made accessible to direct operative treat- 
ment. The ulcer was excised and the visceral wounds 
closed. Recovery was complete and permanent. 
According to the statistics of Kramer pylorectomy 
has been performed ten times for contracting ulcer 
of the stomach with four recoveries and six deaths. 
Cicatricial contraction at the site of operation ne- 
cessitated a second operation in one case in less than 
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a year after the excision. The danger of secondary 
cicatricial stenosis would rather tend to indicate the 
superiority of gastro-enterostomy as a primary oper- 
ation in these cases, and more particularly so if the 
ulcer or cicatrix is situated in the narrowest portion 
of the stomach, the pyloric orifice. 

X. Gastro-enterostomy.—This operation was de- 
vised by Wolffler as a substitute for pylorectomy in 
that class of cases where after ap exploratory incision 
it is found impossible to eee the diseased pylo- 
rus. The operation is performed with a view to re- 
establish the permeability of the digestive tract by 
securing a new outlet to the stomach through the 
medium of a fistulous communication between it and 
an adjacent loop of the duodenum or upper portion 
of, the jejunum. An incision is made through the an- 
terior wall of the stomach, the margins of which are 
accurately stitched to a corresponding incision in 
the intestine by two rows of sutures applied in the 
same manner as in cases of enterectomy. As com- 
‘pared with pylorectomy this operation is easier of 
execution, affords a wider range of application, and 
implies the infliction of less traumatism; while, on 
the other hand, it has the disadvantage that the pa- 
thological conditions which necessitated the operation 
are left unchanged. 14s 

1. Malignant disease.—The mortality following this 
operation is much less than after pylorectomy. Ac- 
cording to von Haeker, Billroth has performed gas- 
troenterostomy nine times in cases of cancer of the 
pylorus where extirpation could not be practised; of 
this number five died from the immediate effects of 
' the operation, and four survived the operation and 
were improved for.a short time. Kramer gives an 
account of sixteen gastroenterostomies for malignant 
disease of the stomach with ten deaths soon after the 
operation; one patient died four weeks after from 
the effects of secondary tumors; the remaining five 
cases lived for several months. In one case Billroth 


43 


performed pylorectomy and gastroenterostomy simul- 
taneously upon the same patient. After the excision 
of the pylorus the end of the intestines and stomach 
were closed with sutures and a new outlet for the 
stomach was established by gastroenterostomy. The 
patient was doing well five weeks after the operation. 
From the above accounts of the operation it will be 
seen that for malignant disease of the stomach it has 
been resorted to only,in those grave and desperate 
cases where excision was found impossible, hence we 
cannot speak of permanent results, and although the 
mortality is less than after pylorectomy, it is question- 
able if the best results that can be obtained by it— 
a few weeks or months of alleviation—will compen- 
sate for the immediate risks of life incident to the 
procedure. ° 

2. LVon-malignant stricture of the pylorus.—The 
future will probably assign the proper sphere of 
gastroenterostomy to the treatment of grave cases of 
non-malignant pyloric stenosis. The exclusion of a 
short space of intestine from the digestive tract by 
the establishment of a new pylorus by gastroenteros- 
tomy will not interfere with the proper maintenance 
of health, hence the operation in these cases must be 
looked upon not only as a palliative but also as a 
curative measure. ‘The results obtained in this class 
of cases are indeed encouraging. Kramer has col- 
lected four cases, of which three recovered. In one 
of Rydygier’s cases, a man 20 years of age, the diag- 
nosis was made of w/cus pylori with cicatricial ste- 
nosis. When the abdomen was opened the stomach 
was found enormously dilated. Nothing further was 
done; the abdominal incision was closed. As the 
sufferings of the patient continued he begged that 
another operation should be performed. ‘The abdo- 
men was opened again and a communication between 
the stomach and duodenum was established by Wolf- 
fler’s operation, and at the time the case was reported 
the patient was doing well. From the results already 
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obtained it must be conceded that gastroenterostomy 
should be recognized as an established and legitimate 
operation in the surgical treatment of non-malignant 
pyloric stenosis. 

XI. Duodenostomy.—This operation was devised 
by Langenbuch in 1880 for cases of inoperable ste- 
nosis of the pylorus. As the name indicates, it con- 
sists in the formation of an external permanent duo- 
denal fistula for the purpose of introducing food 
directly into the intestinal canal. It was intended 
for cases where the general debility of the patient 
would preclude the propriety of the more grave oper- 
ation of pylorectomy. ‘The operation has been per- 
formed by Southam and Robertson, but both patients 
died on the day of operation. It is not probable 
that the operation will be again repeated: 

XII. /ejundstomy.—tIn view of the great mortality 
of pylorectomy and gastroenterostomy for malignant 
disease, Pearce Gould planned and executed the 
operation known as jejunostomy. The object for 
which the operation is performed is the same as in 
duodenostomy, only that the intestinal fistula is made 
in a lower portion of the intestinal tract at a point 
where the mesentery is of sufficient length to permit 
the bowel to be easily drawn forward and stitched to 
' the wound. The patient was 43 years of age, whose 
vital powers were near to fatal exhaustion. An in- 
cision was made in the median line from an inch 
below the xiphoid cartilage to within an inch of the 
umbilicus. The disease was fourtd to implicate the 
pyloric end of the stomach, the commencement of 
the duodenum and mesenteric glands. ‘The great 
omentum was pushed upwards and the upper end of 
the jejunum was drawn forward and stitched to the 
margin of the wound with a double row of silk su- 
tures. The remaining portion of the wound was 
closed in the usual manner. The patient was nour- 
ished by rectal enemata and Slinger’s. nutrient sup- 
positories. On the second day a small incision was 
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made into the bowel through which an ounce each of 
cream and peptonized beef-tea was injected. The 
patient continued very restlessand became worse and 
died of exhaustion sixty-six hours after the operation. 
The autopsy showed that the intestine had formed 
firm adhesions to the wound throughout and that no 
inflammation had followed the operation. 

From the experience furnished by this case he 
believes an incision through the left linea semilunaris 
would be preferable to the median incision. The 
sutures should be so placed that the part of the in- 
testine presenting in the wound is that portion exactly 
opposite the mesentery. The opening in the bowel 
should be across the axis of the intestine, and only 
long enough to admit the nozzle of a syringe. The 
food should be administered through the fistula in 
only small quantities at a time and gradually in- 
creased. When larger quantities are injected they 
should be given very slowly, so as to allow of their 
being mixed with the biliary, pancreatic, and intesti- 
nal secretions, and to prevent distension of the bowel. 
The food should be fluid and acid in reaction, the 
best articles being cream and peptonized milk and 
beef-tea. ; 

Golding Bird performed a similar operation for the 
same indications some two months later without being 
aware of Gould’s operation. The bowel was opened 
on the third day, when food was administered solely 
through the fistulas When the meal exceeded ten 
ounces it produced indigestion ; in smaller quantities 
digestion and absorption appeared to be performed 
in a satisfactory manner.- The patient improved 
considerably in health until the ninth day, when 
through an error of feeding him some food passed 
into the abdominal cavity, and he died in twelve 
hours. ‘The reporter pointed out that by this opera- 
tion duodenal digestion could be assured, and there 
was, for physical reasons, less chance of regurgita- 
tion than after gastrotomy, and that the procedure 
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required less interference, in its performance, with 
other viscera than gastroenterostomy. 

Interesting as these operations may be from a 
surgical and physiological standpoint, it is to be 
hoped that in the future their application will be 
limited to experiments on the lower animals. I have 
alluded to the different forms of ‘‘ostomies” for ma- 
lignant disease to show how extensively the principles 
of abdominal surgery have been applied in laudable 
attempts to afford relief after the disease had passed 
beyond the reach of radical measures. As a matter 
of course the results have been so unsatisfactory that 
future attempts in the same direction should be aban- 
doned asincompatible with the true aim and advance- 
ment of abdominal surgery. 

XIII. Splenectomy.—Accumulated experience ap- 
pears to have definitely settled the indications for 
this operation. As the result of a study of thirty 
cases of splenectomy, Credé has come to the follow- 
ing conclusions: 

1. Adults tolerate removal of spleen without per- 
manent ill results. 2. Extirpation of the spleen pro- 
duces a temporary disturbance in blood production. 
3. The diminution in blood production is corrected 
by a vicarious action of other blood-producing or- 
gans, the thyroid gland and the medullary tissue in 
bone. 4. The physiological function of the spleen 
consists in effecting a transformation of the white 
into red blood-corpuscles. 

During the past year a new case of splenectomy 
for leukaemia has been reported by Rydygier. The 
extirpated organ weighed- six pounds. ‘The patient, 
a woman 31 years of age, died on the following day 
of hemorrhage from the abdominal wound. The 
ligature on the main blood-vessels involved held per- 
fectly, and Rydygier ascribed the hzmorrhage to 
imperfect coagulation dependent upon the altered 
condition of the blood. This case brings the total 
number of deaths from the operation up to eighteen, 
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of which sixteen were of hemorrhage and two from 
shock. ‘Thus far the only successful case of splenec- 
tomy for leukemia is that performed by Franzolini. 

As the pathology of splenic leukzemia remains to 
be explained and the mortality after extirpation has 
been so fearful, it would appear almost criminal to 
increase the sad statistics by adding new cases to the 
number of failures. 

Splenectomy for visceral injury of the organ can 
show a splendid record, as of twenty cases collected 
by Zesas of partial or complete removal of a pro- 
lapsed spleen all recovered. : 

Credé extirpated the spleen successfully for cystic 
disease. The incision was made along the outer 
margin of the rectus muscle on the left side, from the 
costal arch to the crista ilii. The pedicle was ligated 
and the stump dropped into the abdominal cavity. 
The patient, a female, became more and more ane- 
mic for a number of weeks. Four weeks after the 
operation the thyroid gland became swollen and ten- 
der. ‘The gland returned to its normal condition 
with the general improvement of the patient a few 
weeks later. Five years after the operation Credé 
reported his patient as remaining well. The tempor- 
ary change in the blood had passed away and no 
abnormal tumefaction of any of the blood-producing 
organs could be found. 

Billroth extirpated a sarcomatous spleen with four 
ctm. of the tail of the pancreas in a woman 43 years 
of age who had noticed the tumor for seven years. 
The growth had been rapid for the last two years. 
The tumor was firmly adherent to the omentum, small 
intestines and pancreas; the latter organ was divided 
with Paquelin’s cautery. The operation was not fol- 
lowed by any serious symptoms. During the third 
week a microscopical examination of the blood 
showed a slight increase of the white blood-corpus- 
cles. The patient was feeling well four weeks after 

the operation. The numerous extirpations of the 
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spleen made by Zesas on animals have demonstrated 
that it is not an essential organ and that its physio- 
logical function in the production of blood-corpuscles 
is adequately performed by vicarious organs, so that 
we can safely include splenectomy for visceral injuries 
and local diseases of the spleen among the well es- 
tablished legitimate surgical procedures. 

XIV. Surgery of the Gall-Bladder.—Recently the 
gall-bladder has been made a favorite object of op- 
erative treatment. As patients suffering from affec- 
tions of this organ usually come under the treatment 
of the physician at first, a brief consideration of the 
improvements in the surgical treatment of affections 
of this organ will be of great interest to every phy- 
sician. It requires no argument to show that surgical 
treatment should not be resorted to as an .«/timum 
refugium, but to secure a good result the operation 
when required should be done before the patient’s 
strength is too much reduced. An early operation is 
the more justifiable as statistics have shown that op- 
erations upon the gall-bladder are among the safest 
and most satisfactory within the domain of abdansnal 
surgery. 

Although the feasibility of the surgical treatment 
of affections of the gall-bladder was indicated by J. 
L. Petit and Thudichum, it was applied in practice 
almost simultaneously by Sims and Kocher in 1878. 
Sims completed the operation at one sitting; the pa- 
tient died on the eighth day. Kocher made a pre- 
liminary operation by stitching the gall-bladder to the 
margins of the wound so as to secure adhesions be- 
tween it and the peritoneum. before resorting to in- 
cision and drainage. ‘The patient recovered... In the 
absence of positive signs and symptoms, indicative 
of biliary obstruction, it is exceedingly important to 
resort to a most careful examination in determining 
the existence of an over-distended gall-bladder. ‘The 
anatomical location of the tumor, its relation to sur- 
rounding organs, and its connection with the under- 
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surface of the liver are important elements in the 
differential diagnosis. Mr. Taylor, of Birmingham, 
who has had ample opportunity to examine cases of 
enlargement of the gall-bladder with Mr. Tait, de- 
scribes a diagnostic line which appears to be of great 
value in determining the existence or absence of a 
distended gall-bladder. ‘This line is to be traced 
from the normal position of the larger end of the 
gall-bladder near the tip of the cartilage of the roth 
rib on the right side; to the opposite side of the ab- 
domen, crossing the middle line slightly below the 
umbilicus. In the direction of this line a distended 
gall-bladder will naturally lie.” In view of the com- 
parative safety of an exploratory operation this should 
be preferred to the more doubtful expedients of ex- 
ploratory puncture and sounding of the gall-bladder, 
in all cases where a positive diagnosis cannot be 
made without resorting to these latter diagnostic 
measures, which cannot be said to be free from danger 
or to furnish sufficient information upon which to base 
a positive diagnosis. 

The surgical treatment of the diseases of the gall- 
bladder at present includes three distinct and well- 
defined methods of operation, viz: 

1. Cholecystotomy with or without the formation ~ 
of an external biliary fistula. 

2. Cholecystectomy or excision of the gall-bladder. 

3. Duodeno-cholecystotomy or the formation of a 
new communication between the gall-bladder and the 
duodenum. 

1. Cholecystotomy.—At the present time the major- 
ity of operators are in favor of finishing the operation 
at one sitting. According to Keen the incision should 
be made, as a rule, over the centre of the tumor and 
parallel to the costal arch. It should be at least three 
inches in length and enlarged, if need be, afterward. 
All hemorrhage must be carefully arrested before 
opening the peritoneum. ‘Through this opening the 
gall-bladder and common duct are explored by the 
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introduction of two fingers, or if necessary, the whole 
hand to ascertain the condition of the swelling, its 
relations to surrounding organs, and so far as possi- 
ble, the character of its contents. If a calculus is 
found in the common duct an attempt should be made 
to push it into the duodenum; if this cannot be ac- 
complished it should be forced back into the gall- 
bladder. If no stone is found present, a distended 
gall-bladder alone is a sufficient indication for incision 
and drainage. The evacuation of the gall-bladder is 
done by aspiration and its wall is subsequently cut to 
the extent of an inch or more. After incision care 
must be exercised to prevent escape of bile into the 
peritoneal cavity. The margins of the visceral wound 
are carefully stitched to the abdominal wound and 
the cavity of the gall-bladder, and its duct emptied 
of their contents. 
Immediate closure of the gall-bladder after removal 
of its contents, was first suggested by Spencer Wells 
as appropriate in cases where the surgeon can satisfy 
himself of the patency of the biliary passages. ‘This 
suggestion was carried out by Mr. Meredith, of Lon- 
don, who closed the incision in the gall-bladder 
after the extraction of three calculi, by means of a 
fine silk thread, introduced as a continuous suture, 
and inverting the edges of the peritoneal coat. The 
abdominal incision was closed in the usual way; no 
drainage being employed. This patient died in forty- 
eight hours with suppression of urine. At the au- 
topsy the incision in the gall-bladder was found 
securely closed and quite impervious to fluid. He 
remarks on this method of operating as follows: ‘As 
regards the method adopted—of dispensing with 
drainage—I do not feel inlined to recommend it, al- 
though there appears to me no reason why it should 
not succeed in a favorable case, provided always that 
it was possible to ascertain that no obstruction re- 
mained in the ducts. This, of course, constitutes the 
chief difficulty, and may be impossible, so that, on 
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the whole, I believe that the more usual plan of drain- 
ing the gall bladder-should be preferred, at all events 
in the majority of instances.” 

Mr. Tait has expressed a similar opinion on this 
subject. He states distinctly that it cannot always 
be accertained with certainty that the common duct 
is patent, and if this should not be the case the peri- 
odical contractions of the gall-bladder might cause a 
giving way of the sutures, and extravasation of bile 
into the periodical cavity. That these fears are not 
without foundation is well illustrated by the case of 
cholecystotomy reported by Dr. Parkes. ‘The case 
reported by Dr. Bernays during the last year on the 
other hand, demonstrates the advantage of suturing 
the gall-bladder and dispensing with drainage, as the 
patient recovered in a remarkably short time without 
any untoward symptoms and without the inconveni- 
ences of a temporary fistula. As in the majority of 
cases the safety of the patient is enhanced by the for- 
mation of an external biliary fistula, which also en- 
ables the surgeon subsequently to treat the interior 
of the gall-bladder and the bile ducts, should this be 
required it is evident that immediate closure of the 
gall-bladder has only a limited sphere of usefulness, 
and is applicable only in exceptional cases where the 
permeability of the biliary passages can be demon- 
strated at the time of operation. As in all other ab- 
dominal operations, the results obtained by Mr. Tait 
in the surgical treatment of diseases of the gall-blad- 
der stand unsurpassed and preeminent. He perform- 
ed cholecystotomy twenty-one times with as many re- 
coveries. From different sources Dr. J. McF. Gaston 
has collected thirty-three cases of cholecystotomy 
with a mortality of 27.7 per cent., nine having died. 

2. Cholecystectomy.—Ligation of the cystic duct 
and extirpation of the gall-bladder was introduced as 
a substitute for cholecystotomy by Langenbuch. He 
claims for his operation that it is not attended by 
any of the risks incitlent to incision and evacuation 


- uw 4 
f YAH er 


/y é 
(6) Ace?e v¢4 nny 


52 


of the gall-bladder, and that in cases of recoveries 
from the operation it prevents the possibility of a re- 
currence of the disease and that the chances of 
a permanent biliary fistula are never incurred. He 
has performed the operation five times, with two 
deaths, one from acute cedema of the brain, and the 
other from an ulcerous perforation of the cystic duct. 
Two successful cases are reported by Thiriar and 
one by Corvoisier. 

Mr. Tait prefers cholecystotomy to cholecystecto- 
my, as being an easier and safer operation, and in 
case a recurrence of the disease makes a second op- 
eration necessary, he claims that the first operation 
makes the second easier. It can be done readily 
and without any danger through the adherent cicatrix, 
without any risk of opening the peritoneal cavity. 

Duodeno- Cholecystotomy.—TVhis term signifies an . 
operation for uniting“the gall-bladder and duodenum, 
by an opening-between them. It has been sug- 
gested as a surgical procedure almost simultaneously 
by Harley and McF. Gaston, in cases of impermea- 
bility of the common bile duct, while the cystic duct 
is permeable, or may be rendered so by surgical 
means. In regard to such an operation, Harley 
says: “The triumph of modern surgery would be 
to establish an artificial fistula between the gall-blad- 
der and the duodenum. For then not alone would 
the pent up bile be removed, but the disturbances 
arising from the non-admittance of bile into the in- 
testines would likewise be at the same time overcome. 
I am not quite sure if, in these days of antiseptic sur- 
gery, the operation is not practicable; for I can see 
no reason why the adjacent surfaces.of the gall-blad- 
der and duodenum should not be eroded by potassa 
fusa and speedily stitched together.” Dr. Gaston 
has made this subject an object of patient and per- 
severing experimentation. In summing up his results 
he says: ‘Out of fifteen subjects only three dogs 
finally survived the primary operation; yet it will be 
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observed that the results of attachment of the gall- 
bladder to the duodenum and firm union by adhesive 
inflammation between their surfaces, and the forma- 
tion of a fistulous opening through this septum, which 
affords a communication between their cavities.” 

The feasibzlity of this operation has been demon- 
strated on animals, but its adoption in practice as a 
legitimate, justifiable operation can only be expected 
after a more safe and expedient method of accom- 
plishing the object has been devised, and its appli- 
cability has been demonstrated more satisfactorily 
on animals. 

XV. Lnjuries and Surgical Affections of the Liver. 
—The idea of treating injuries and some of the dis- 
eases of the liver by surgical means is not a new one, 
as Ceccherilli credits his countryman, Zambeciari, 
with having made experiments on animals with such 
a view as early as.1680. Experiments and clinical 
observation have shown that injuries of the liver un- 
der favorable circumstances are not only repaired, 
but that in some unaccountable and as yet unex- 
plained manner, loss of substance is replaced by re- 
generation. Thus Ceccherilli reports, among a 
number of operations, a very interesting case where 
he performed excision of a portion of the liver, with 
the gall-bladder, in a large hunting dog, with Paque- 
lin’s cautery. The operation was bloodless, and the 
animal recovered without any untoward symptom. 
The animal remained perfectly well, and was killed 
226 days after the operation. ‘The autopsy showed 
a cicatrix in the liver at the site of the operation, and 
that the organ had been restored to its former shape 
and size, as was ascertained by comparison with the 
liver of a dog of the same size. From the results of 
his experiments he advises that in no case should 
more than one-third of the size of the liver be excised. 
To prevent or arrest hemorrhage he prefers the ac- 
tual cautery to the elastic ligature and pressure 
forceps. é E 
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1. Wounds.—That gunshot wounds of the liver 
are not necessarily fatal, even if no active surgical 
treatment is resorted to, has been well established 
by a number of cases where the bullet was found en- 
cysted in the organ, without having given rise to any 
symptoms during life, years after the injury had been 
received. Thus Bilguer found a bullet encysted in 
the liver four months after the accident. Guthrie, 
Paroisse, and ‘Thompson have each reported a case 
where, on autopsy, the bullet was found in the gall- 
bladder, the patient having died with other affections. 
These cases and the results of experiments are only 
mentioned with a purpose to show that with proper sur- 
gica) treatment injuries of the liver would not be at- 
terided by such great mortality as has been the case on 
the expectant plan of treatment. The two great dan- 
gers attending visceral injury of the liver are hamor- 
rhage and extravasation of bile into the peritoneal 
cavity. In subcutaneous lacerations of the liver, if 
the symptoms are such as to indicate internal haem- 
orrhage of a serious nature, the only chance to save 
life would be to perform abdominal section, and to 
control the hemorrhage by direct measures, as with- 
out such interference the patient would be almost 
certain to die of peritonitis, even if he recovered 
from the effects of haemorrhage. 

From the anatomical structure of the liver it is 
easy to conceive that the arrest of hamorrhage from 
this organ is not an easy task. Ligation is out of 
question. If the wound has a regular outline and 
involves the border of the liver accurate coaptation 
of the wound surfaces with catgut sutures traversing 
the entire thickness of the organ, would offer a fair 
chance of controlling the hemorrhage. The needle 
should be round and not quite as large as the thread 
of the catgut, so that the punctures would not give 
rise to additional sources of haemorrhage. If the 
wound is irregular or located in such a manner as to 
render suturing impossible, the actual cautery can 
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be used to advantage. If this fails to control the 
heemorrhage, we have still left at our disposal one of 
the most reliable and safest means of arresting paren. 
chymatous or venous hemorrhage, in the aseptic tam- 
pon—a tampon made of iodoform gauze. If an 
aseptic tampon is to be successful in arresting hem- 
orrhage, an aseptic condition of the wound is indis- 
pensible. In subcutaneous and consequently, asep- 
tic, wounds of the liver rendered accessible to treat- 
ment with the tampon by abdominal section, there 
would be no objection in plugging the wound per- 
manently, closing the abdominal cavity with the 
exception of an opening for a drainage-tube as near 
as possible at a point opposite to the visceral wound. 

Drainage in these cases is required on account of 
possible extravasation of bile taking place by filtra- 
‘tion through the tampon. In the course of time the 
aseptic foreign material would become encysted. 
The use of the tampon for arresting hemorrhage from 
the liver was advised by Thesen as early as 1795, 
and more recently by Brotherson, Demme, and Volk- 
mann. In penetrating wounds of the abdomen with 
visceral lesion of the liver, the same means may be 
resorted to in arresting hemorrhage and guarding 
‘against extravasation. In incised wounds suturing, 
if possible, should be resorted to; in gunshot wounds 
the aseptic tampon, with drainage is indicated. As 
prolapsed portions of the liver are also usually con- 
tused, reposition, as a rule, is contraindicated, and 
such portions are better removed with a Paquelin’s 
cautery. 

As aseptic foreign bodies may become encysted 
in the liver as well as in other parts of the body, no 
additional injury should be inflicted in order to effect 
their removal. All such attempts are attended by 
an increase of hemorrhage and, from the friable na- 
ture of the substance of the liver, unless the greatest 
care is exercised an increase of traumatism is inevit- 
able. On these accounts a faithful effort should be 
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made to secure an aseptic condition of the wound 
so as to obtain the most favorable condition for the 
healing of the wound, and the formation of a capsule 
around the foreign body in all cases where extraction 
cannot be readily accomplished. 

2. Abscess and Echinococcus Cysts.—The treatment 
of abscess of the liver and echinococcus cysts by ab- 
dominal section is based on the same principles. 
which embrace all the precautions which are neces- 
sary to obtain adhesion between the parietal and 
visceral peritoneum at the site of incision. The 
recognized plan of treatment consists in making an 
exploratery incision through the abdominal wall over 
the most prominent part of the swelling, to ascertain 
the presence or absence of adhesions. If the peri- 
toneal cavity is found obliterated, the operation is 
finished at. once by incising and draining the abscess 
or cyst. If, on the other hand, no adhesions are 
found, the surface of the liver is exposed and the 
wound packed with iodoform gauze and an antisep- 
tic dressing applied, which is allowed to remain for 
four to five days, until adhesions have formed, when 
a second operation is made to evacuate the contents 
of the swelling by incision. If the abscess or cyst is 
centrally located, and a considerable portion of* 
healthy liver tissue is interposed between it and the 
external surface of the organ, it is advisable to make 
the incision with Paquelin’s cautery, so as to prevent 
unnecessary or dangerous loss of blood. Echino- 
coccus cysts are frequently located upon the upper 
surface of the liver, and on this account are inaccess- 
ible to treatment by abdominal section. In such 
cases the practice of attacking them through an open- 
ing in the chest, as has been successfully done by 
Israel and Volkmann, recommends itself as the safest 
and most expedient operation. 

XVI. Surgery of the Pancreas.—The surgery of 
the pancreas belongs to the future. The physiologi- 
cal function of this organ requires further investiga- 
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tion for amore intelligible interpretation of symptoms 
when the seat of injury or disease. The only patho- 
logical conditions of the pancreas which have been 
made an object of surgical treatment are cysts. A 
number of successful cases of this kind are on record 
where a permanent cure was obtained by laparo-pan- 
creatotomy, or the formation of an external pancreatic 
fistula. In only one case did the fistula remain per- 
manently; in all the rest the secretion diminished 
gradually, and ceased definitely with the healing of 
the fistula. It is to be hoped that the symptomatology 
of different lesions of the pancreas will be made a 
special object of careful study and investigation, so 
that in the future we may be able to recognize and 
classify the different diseases of this remote organ 
during life, so that we may be able to resort to la- 
parotomy in affections which may be amenable to 
direct surgical treatment. 

XVII. Laparo-nephrectomy. — Although statistics 
have shown that lumbar nephrectomy is a much safer 
operation than laparo-nephrectomy, the latter has a 
a legitimate sphere in cases of large tumors of the 
kidney, which cannot be removed through a lumbar 
incision. This operation also enables us to examine 
the opposite kidney at the time of operation, an ad- 
vantage which is considered of sufficient importance 
by Thornton to give this operation the preference in 
all cases where nephrectomy is intended. Bruntzel 
has lately removed successfully a fibroma of the cap- 
sule with the entire kidney weighing 374 pounds, by 
abdominal section, in a woman thirty-three years of 
age. The tumor had reached this enormous size in 
five years. It reached from the ensiform cartilage to 
the symphysis pubis, distending the abdomen equally 
in all directions. Tym )anitic resonance on percus- 
sion on both sides of the tumor. Palpation and 
exploratory puncture showed that the structure of the 
tumor was firm and solid. An incision was made the 
entire length of the linea alba. On opening the 
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abdomen the tumor came into view covered by peri- 
toneum, which was divided over the whole length 
of the tumor. The tumor was enucleated with the 
kidney and the pedicle, which was composed of the 
renal vessels, was tied, and after division dropped into 
the abdomen. ‘The cavity was drained towards the 
lumbar region and the divided peritoneum sutured. 
Notwithstanding that a fecal fistula formed subse- 
quently, the recovery of the patient was complete 
and permanent. 

By a similar operation, Hicquet extirpated success- 
fully a retroperitoneal sarcoma, which was intimately 
connected with the kidney with the latter organ in a 
girl six years of age. In this case the renal artery 
and vein were tied separately. For the extirpation 
of malignant tumors of the kidney or its. immediate 
vicinity, laparo-nephrectomy affords a better chance 
for a thorough removal of diseased tissue and for 
controlling hemorrhage, and on these accounts should 
be preferred to the lumbar operation. Whenever 
practicable, the integrity of the peritoneal cavity 
should be restored by suturing, and, if required, 
drainage established in the lumbar region. 

XVIII. Laparo-nephrotomy.—This operation is 
indicated in all cases of hydro-nephrosis and pyo- 
nephrosis, where from the size of the swelling, or on 
account of adhesions anteriorily lumbar nephrect- 
omy is contraindicated or cannot be performed. It 
is also preferable to the lumbar operation where a 
positive diagnosis cannot be made, between disease 
of the kidney and other fluctuating tumors of the 
abdomen, and in some instances extirpation of a 
hydronephrotic or pyonephrotic kidney is contra- 
indicated by a disease of the opposite kidney or the 
general debility of the patient. 

XIX. Zumors of Omentum Majus.—Tumors of 
the large omentum give rise early to pain or a sensa- 
tion of discomfort, by causing traction upon the 
transverse colon by their weight. As a rule, tumors 
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of this structure are found in the umbilical region, 
and have no connection with adjacent organs, hence 
they are movable in all directions, except downward. 
The differential diagnosis between omental and intes- 
tinal tumors in the same region rests upon the com- 
plexus of symptoms caused by the latter group, from 
their anatomical location interfering more or less with 
the functions of the intestinal tract. In the examina- 
tion of an omental tumor, it must be remembered 
that it is in immediate contact with the anterior 
abdominal wall, consequently its presence will be 
indicated by an area of dulness on percussion cor- 
responding to the sizeof the tumor. If the area of 
dulness remains permanent and unchangable, it 
would be an indication that the tumor has become ad- 
herent, or that the tumor is not omental but parietal. 

Primary malignant disease of the omentum, if it 
could be recognized early, would offer most favorable 
conditions for successful radical extirpation by 
abdominal section. Cystic tumors and echinococ- 
cus cysts are most favorably located for successful 
treatment by abdominal section and drainage. 

XX. Tumors of Mesentery.—Aggressive surgery is 
gradually but surely encroaching upon the most 
remote tissues within the abdominal cavity, thus 
extending the benefit to be derived from direct 
local treatment to the most distant pathological con- 
ditions. 

A few years ago, M. Tillaux extirpated success- 
fully from the mesentery a glandular tumor which had 
undergone degenerative changes. The patient was 
a man, aged thirty-one years, in excellent health, who 
was taken suddenly ill without apparent cause. The 
most prominent symptom was a violent pain in the 
abdomen, which compelled him to remain immovable 
for about fifteen minutes.. The pain recurred after a 
short interval with unmodified intensity. The fol- 
lowing day the suffering continued in spite of ano- 
dynes, which were given freely. He was now 
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removed to the hospital, where on examination a 
round tumor was found in the abdomen, which was 
thought to be a floating kidney. ‘The patient suf- 
fered with obstinate constipation and pain for twenty- 
five days, when the pain became paroxysmal and 
always aggravated when he attempted to take food. 
He only obtained relief when he sat on his bed bent 
double, with his head resting on his knees. At this 
time M. Millard diagnosticated chronic invagination 
of the intestines. About thirty-eight days from the 
beginning of the illness, abdominal section was per- 
formed by Tillaux. The abdomen was opened suffi- 
ciently to permit the introduction of the hand, when he 
found a round tumor about the size of the head of a 
foetus at term, situated on the right side of the mesen- 
tery which fastened the intestine to the spinal col- 
umn. The tumor was recognized as a cyst of -the 
mesentery. This was punctured and subsequently 
incised and evacuated from it caseous matter, resem- 
bling thick cream. Catgut ligatures were then thrown 
around the base of it, tied, and then the whole of the 
tumor cut off above them. ‘Tbe pedicle was touched 
with a strong solution of carbolic acid, the organs 
returned, and the wound closed. ‘The pain ceased 
promptly and the recovery of the patient was com- 
plete. The histological examination of the tumor - 
showed it to be composed of a lymphatic gland con- 
taining the products of caseous degeneration. This 
case illustrates that it is comparatively safe to remove 
tumors of the mesentery by ligation or enucleation, 
while, on the other hand, extirpation of tumors 
requiring for their removal the excision of a corres- 
ponding portion of the mesentery is a vastly more 
serious and difficult operation. 

Wolffler reports a case of this kind. In his case a 
fibroma of the mesentery weighing 134 pounds was. 
removed with the mesentery and a corresponding 
portion of the intestine 113 ctm. in length. The ends 
of the bowel were brought together with sutures. 
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The patient survived the operation only for twenty- 
four hours Wolffler suggests that in the future en- 
_terectomy in connection with extirpation of tumors 
of the mesentery should be followed by enterorrhaphy 
only in cases where the site of operation involves the 
movable portion of the bowel, as the czecum, trans- 
verse colon, and sigmoid flexure, while in other local- 
ities no attempt should be made to unite the resected 
bowel, but the efforts of the surgeon should cease 
with the formation of an artificial anus. That this 
advice is not tenable in all cases becomes apparent, 
as, for instance, if the tumor is located in the mesen- 
tery of the upper portion of the intestinal canal, the 
physiological exclusion of such a large intestinal sur- 
face would be incompatible with a proper mainte- 
nance of digestion, assimilation, and nutrition. 


My experience on animals in extirpating the pan- 
creas has satisfied me of the tolerance of the small 
intestine to even extensive detachment of the mesen- 
tery. If it can be accomplished without producing 
mechanical destruction of the bowel by flexion it 
would be advantageous to approximate the vascular 
supply by suturing the mesenteric wound. This 
course also suggests itself as an important measure 
in preventing a defect in the mesentery which might 
subsequently become a source of internal strangula- 
tion. Hamerton has collected eight operations done ~- 
for extirpation of tumors of the mesentery of which 
only one appears to have recovered. ‘This case was 
operated upon by Sir Spencer Wells, who removed a 
tumor the size of an adult head. A microscopic ex- 
amination showed that the tumor was a spindle-celled 
sarcoma. In a recent communication in the London 
Lancet Mr. Wells informs us that the patient has re- 
mained free from a recurrence of the disease and 
remains otherwise in good health since the date of 
operation, June, 1882. In all benign tumors of the 
mesentery enucleation should be preferred to excision 
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so as to preserve intact as much as possible of the 
mesenteric circulation. 

There can be no question but that mesenteric de- 
tachment is more likely to be followed by gangrene 
of the bowel if enterectomy is performed than when 
the continuity of the intestinal tube is preserved. 


XXI. Retroperitoneal Tumors.—The extirpation 
of a retro-peritoneal tumor by laparotomy must be 
looked upon as one of the most serious and difficult 
operations in surgery. Aside of the unusual diffi- 
culties encountered in arriving at correct conclusions 
as to the exact seat and nature of tumors in the re- 
tro-peritoneal space, the technique for their removal 
remains to be improved by future research and ex- 
perimentation. 

Dr. Homans has reported two cases of retro-peri- 
toneal tumors removed by abdominal section. In 
the first case the operation was performed for a myxo- 
lipoma in a man 39 years of age; the tumor had 
been growing for two and a half years. The second 
patient was a woman 60 years of age, suffering from 
a lipoma. ‘The tumor was located in both cases in 
the right side. In the first case another tumor was 
found in front and toward the left of the spine, which 
could not be removed. Both patients died soon af- 
ter the operation. 

In the first case the mesentery of the ascending 
colon was detached to gain access to the tumor. 
Homans very properly warns against such extensive 
deprivation of vascular supply to the bowel in this 
particular locality. He advises, under such circum- 
stances, either enterectomy and enterorrhaphy, or 
the formation of a preternatural anus. It would 
seem that in some of these cases, where the tumor is 
of moderate size, the operation would be easier, and 
the results better, if a lateral abdominal incision were 
made without opening the peritoneal cavity. In ap- 
proaching the tumor through the peritoneal cavity 
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after dividing the overlying peritoneum, the enuclea- 
tion of the tumor should be accomplished by the use 
of blunt instruments, and with special care to pre- 
serve the integrity of the mesenteric vessels so as_to 
avoid, if possible, the necessity for enterectomy and 
enterorrhaphy. 


The foregoing fragmentary and imperfect sketch 
of the Present Status of Abdominal Surgery will, 
I hope, at least serve the purpose of impress- 
ing upon you the importance and magnitude 
of this, the most recent, department of surgery. 
I have attempted to allude to the defects as well as 
the advances, the failures as well as the triumphs. 
The results already obtained by the surgical treat- 
ment of injuries and diseases of the abdominal or- 
gans, are indeed gratifying, and bear abundant evi- 
dence of the good and faithful work which has been 
accomplished. The greatest achievements of ab- 
dominal surgery, however, necessarily belong to the 
future. This new territory, only so recently acquired 
by the surgeon, has been only partially explored. 
New operations will be devised and old ones im- 
proved. Diagnosis will be made more certain by a 
careful study of symptoms, a more thorough knowl- 
edge of physiology and pathology of the abdominal 
organs. Experimental research will clear up many 
obscure points in the causation of disease, which will 
lead to new and improved methods of treatment. 
With all these prospects before us, let us not remain 
idle. Abdominal surgery is of American birth. Let 
us cherish our own offspring. The world holds us 
responsible for its healthy growth and development. 
McDowell, Gross, Sims, the distinguished fathers otf 
Abdominal Surgery, have left us in charge of an im- 
portant and sacred trust. Let us labor in this de- 
partment honestly, unceasingly, zealously, as faithful 
guardians of the promising infant until it shall have 
attained vigorous, perfect manhood, a source of pride 
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to its illustrious parents, a perpetual fountain of 
blessing to suffering humanity, and a priceless honor 
to American Surgery. 


